sy 


the funeral 
ges 1 and 
fter deal 


yy 
any event, within 72 hours ai 


filled in b 


lease remove carbon papers. Pa; 


ing physician and completely 


transit permit. Then 
, cremation, or removal 


the State Dept. of Health prior to b 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attend 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
Bi 
should be filed with 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, TESS 
12114 CERTIFICATE OF DEATH YOS 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a, COUNTY a. STATE b. COUNTY | 
Carroll MARYLAND faryland Frederick 


write RURAL and ater. town) 


b. CITY OR TOWN (lf outside corporate Iimits, c, LENGTH OF STAY IN 1b |} c. CITY OR TOWN (if outside corporate Timits, write RURAL end give neerest-town) 
Sykesville 


s.lOmos.7dy#. Brunswick 2 


@ NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS e. 1S RESIDENCE 
SpringfieldState Hospital eases vest] Nod 
3. NAME OF First Middle Tast 4 DATE Month Dey ‘Year 
(ype or print) MINNIE (NN) ABRAMSON DEATH October 1h 19 64 
5. SEK @, COLOR OR RACE | 7, MARRIED [7] NEVER MARRIED| 71] & DATE OF BIRTH 3, AGE (in. years | IFUNDER 1 YEAR |IFUNDER 24HRS. 
raat O AEE ia last birthaey) Months| Days | Hours | Min. 
Female White WIDOWED —] _ivorce[-] | 3-27-1873 Slots, 
10a, USUAL OCCUPATION (Give Kind of work done| 10B. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY : _ COUNTRY? 
Housewife AT HOME Russia Bi Swk, 


13. FATHER’S NAME 
Isaac Samsual 


14. ~MOTHER’S MAIDEN NAME 
Byrna (maiden name unk.) 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) es ive war or dates of service) 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (0), and (c).] TNTERVAL BETWEEN 


ONSET AND DEATH 
Vays 


PART |. DEATH WAS CAUSED BY: , i 
IMMEDIATE CAUSE (a)_>¢ NCH opneumonia 
A 


Conditions, If any, which 
gave rise to Immediate DUE TO 
cause (a), stating the 4 « : 

underlying cause ee a Arteriosclerotic heart disease Years 


ai Congestive heart failure Days 


3 PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19, WAS AUTOPSY 
5 Chr oni . brain syndrome associated with cerebral arteriosclerosis, with PERFORMED? 
S|psychotic reaction ves [7] No Ky} 
= } 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part Tor Part IT of Item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTI EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) {County} (State) 
a Hour a.m. While Not While factory, street, office bldg., etc.) 

8 

= p.m. 19 at work [_] at work oO 


21. | certify that (I) (this hospital) attended the deceased from. : LO-14-6), 19, that (1) (we) last 


saw the deceased alive on__LO-1. 6 19_.__, and that death occurred LORE on the causes and on the date stated above. 
22a. SIGNATURE . 22b. DATE SIGNED 


Te Uy GAOL no, SE") Moron 6 SAE Ba] 10-15-61 
22c. PHYSICIAN'S aa im ADDRESSSpringfield State Hospital 


NAME (1yP*) Antonius Glakin,/ M. D. Sykesville, Maryland 
23d. LOCATION (City, town or county) (State) 


23a. BURIAL, CREMATION, 
REMOVAL (Specify) 


23b, DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 


10 f 


24. FUNERAL DI TOR \DDRESS. 


SOL LEVINSON & BROS. INC. 6010 REISTERSTOWN RD 


PHILADELPHTA, PENNSY LVANTA 


25a. REC'D BY REGISTRAR as REGISTRAI 


R'S SIGNATURE 
of CT 19 196 is a eg 


bE 


—s 


X 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


cause (a), DUE To 


underlying cause last. 


stating the 


«@Arteriosclerotic heart disease _ 


pee 
aval 5, CERTIFICATE OF DEATH 16084 
= 
A zs 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
nad bd a. COUNTY a. se b. COUNTY 
5 sts arroll MARYLAND Maryland Carrol 
= se b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and glve nearest town) 
2 ee write RURAL and give nearest town) ; 
2 3 Sykesville 3 mos, 13 X_ Sykesville 
= gn Z d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) |) d. STREET ADDRESS @. pet 

a™ s 2 s ! 

ee / Springfield State Hospital Haight Avenue R.D#1. ves) noid 
= = 3. NAME OF First Middle Last 4, DATE Month Day Year 
= “ ‘DECEASED OF 
S f|___{lype or print) MARY REGINA ALLEN DEATH 19 
iy a |. SEX 6. COLOR OR RACE 8. DA) Ti 9. AGE (In years | FUNDER Y YEAR |IF UNDER 24 HRS. 
2 ES: 7. MARRIED [] NEVER MARRIED[_] i! cE 5 last birthday) (Months | Days | Hours | Min. Min. 
s 5 Female White WIDOWED bivorceD _] op yrs. 
td ot 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLAvE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 2 during most of working life, even If retired) INOUSTRY COUNTRY? 
. Be School Teacher ED 4 Counry Maryland SS XS 
& e 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
= = ae a ei 
3 ge William J, Sullivan 
o - 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 
= id (Yes, no, or unkown) ile ahah hay 
3 se! _ ae Unknown Records, Springfield State Hospital — 
sy a, 18. CAUSE OF DEATH [Enter only one cause per line for (a), (6), and (c).] INTERVAL BETWEEN 
So PART |. DEATH WAS CAUSED BY: : : ee ee 
35 IMMEDIATE Cause (a) Septicemia, due to large pressure sores ays 
=2 Bs GFAUO DUETO re 
3 Conditions, if any, which roncnopneumonia days 
3. gave rise. to Immediate ©) 


Hour a.m, while 


Not While factory, street, office bidg., etc.) 


3 
2 
= . _years 
= S | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPARTi(a)  |19. Pe ODT, 
= + + ome With seni 2 r Ra s 
2 a “apomae (brain syndrome with senile brain disease without qualifying | yest] no i 
z = 20a. ACCIDENT WAS UNDERLYING Fe. 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
6 | OR CONTRIBUTING () CAUSE OF DEATH 
© | (IF EITHER, NOTI EDIGAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
8 
= 


m, 19 


21. | certify that (1) (this hospital) 
saw the-deceased alive on. 


at work 
attended the deceased from 


at work 


1p ey *2 10= 19___, that (1) (we) last 
Lt 2G, Rott the causes and on the date stated above. 


19___, and that death occurred a 


72a, STORATURE = 
Gy ’ te haf 
22¢. PHYSICIAN'S 

NaME (1¥P®) Antonius Gla 


ctor, p 


2b. DATE SIGNED 
Ans, SRE) Bittoron Pais Ber] 10-13-44 
M.D. 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 


REMOVAL (Specify) 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an 


Page 4 may be retained by the hospital or attending physici 
TO FUNERAL DIRECTOR: After this certificate has been ioe by the attending physician and completely fitted in by the funeral 


TO HOSPITAL . ATTENDING PHYSICIAN: 


dire 


24 FUNERAL DIRECTOR 


H.W.Means & Son 805 N. 


NAME OF CEMETERY OR CREMATORY 23d, LOCATION Clty, town or county) (State) 


hg apbREss Springfield State Hospital 
| 23c. 


ADDRESS 
CALVERT ST. 


25a. REC'D BY REGISTRAR 


ow CT 15 


25b. REGISTRAR’S SIGNATURE 


VR A15 (4) 
15M 4-64 \ 


{2 ea 


. MARYLAND STATE DEPARTMENT OF REALIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12116 _ CERTIFICATE OF DEATH TSuyd 


fe bere te 2 DEATH 2. USUAL RESIDENCE (Where deceased lived, if Institution: Residence before edmission) 

o ©. STATE b, COUNTY 
Ne arroll _ ¥G MARYLAND || Maryland Carroll 
s 3 b. CITY OR TOWN ar outside corporate limits, 1 ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest I town) 
a0 writa RURAL and give nesrest town) | J 
md al-_ Sykesville 7 Mears X Rural Sykesville ce 
a a t d, NAME OF HOSPITAL OR INSTITUTION [it not in hospitel, give street eddress) i] yah S STREET ADDRESS. 1S ena 
fe 
«2—~|_Gist.Nursing Home = PS Oakland Road 2 ee E52) 
y 3, NAME OF First Middle Lest 4, DATE Month Day Yeer 

’ DECEASED ‘ ; OF 
Cet oto a ibaa Gertrude Arrington | P®*™ Oct. 12, 1964 


tf UNDER 24 HRS. 
Hours | Min. 


S. SEX /6. COLOR OR RACE |. 


Female White 


Ws. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retirad) 


Housewife 
13. FATHER’S NAME 


William Martin 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, of unkown) | {Ifyesgive warordatesof service): 


“Is. CAUSE OF DEATH [Enter only one j 

PART |. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (oh 

, buy 

Conditions, if any, which (b) 

gave rise to immediate couse P 
(a), stating the underlying (| DVETO 

cause last. ‘ te) 


| B. DATE OF BIRTH 9. AGE (In yeors 


Nov. 17, 1879 | Ble m 


10b. KIND OF BUSINESS OR INDUSTRY | 11. Pere {County & State, or foreign country) 


Tlome Maryland 
14. MOTHER'S MAIDEN NAME 


Mary Bate [7 Te H- 
Ma. 


‘Sykesville, J 


| INTERVAL BETWEEN 


ONSET a DEATH 
Ee ee 8 oe —— 


1F UNDER T TAR 


7. MARRIED [I NevER MARRIED [_] Tonia 
jonths: ays 


wipowep fX] bivorcen [_] 


12. CITIZEN OF WHAT COUNTRY? 


USA 


16. SOCIAL SECURITY NO.) 17, INFORMANT 


Mrs 


the attending physician and completely 


that the death certificate be executed within 24 hours after 


PERFORMED? 


[vs [vo 5 


200. ACCIDENT WAS UNDERLYING [1] 

OP CONTRIBUTING [1] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour ¢@.m. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury In Part | or Part II of item 18.) 


20d. INJURY OCCURRED 


While Not While 
fat work ["] at work 


200. PLACE OF INJURY (Home, farm, | 20f. {City or town) (County) (Stete) 
factory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION 


19 


21. | certify that (I) (this hospita| , fo Yin, ae, % that (I) (we) last 
saw the deceased alive of Vii lens: jae ? and on the date stated above. 
> ei 22b. DATE 

ATTENDING MED. STAFF SIGNED 


mp, | PHYS. [AJ pirecTOR [_] PHYS, 
ICIAN® 22d. ADDRESS 


a Dr. William BE. Martin _..._ Randallstown, Md. 
23e. BURIAL, CREMATION, | 23b. DATE THEREOF = 23d. LOCATION (City, town or county) (St 


it i 23c. NAME OF CEMETERY OR CREMATORY 
MOV AI ec ity) 
Bint af 10-14-68 


24 ERAL Ye 'S SIG) RE, a (ae REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 
Hang A poll Wd. QGT 15 1964 | fChenbi eetgen 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbop 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


death. Page 4 may be retained by the hospital or attending physician, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi! 
TO FUNERAL DIRECTOR: After this certificate has been signed by 


VR AIS (4) 
20M S-63 


ician and completely filled in by the fu 


bysi 


a 


ove carbon papers. Pages 1 and 2 
event, within 72 hours after death, 


| or attending physician. 
ate has been signed by the attending 


director, page 3 should be detached for use as the burial-transit permit. Then p| 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
be filed with the State Dept. of Health prior to burial, cremation, or removal, a! 


VR AIS (4) 
20M 5-63 
\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1211Le CERTIFICATE OF DEATH 16091 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased tived, If Institution: Residence before Reeen 
‘@. COUNTY a. STATE b. COUNTY 
Carroll ’ MARYLAND Maryland __ sees 
b. CITY OR TOWN {if outside corporate limits, ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outsida corporete limits, write RURAL end give neerest own) 
write RURAL and giva nearest town) Oy 6m = 8 a i 
Sykesville (rural) Baltimore City 3 f 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stroo! eddress) d. STREET ADDRESS el 15 RESIDENCE 
s-waprinefield State Hospital apes  Remigee) St. . ak 
3. NAME OF First Middle Pls ~ Month Dey Yeer 
DECEASED 
Upgerets ___ Joseph jam Bandock Barn October 2 ipieae 
5. SEK 6. COLOR OR RACE| 7. jARRIED [_] NEVER MARRIED fy] | 8: DATE OF BIRTH 9. AGE {in years /IF UNDER YEAR) IF UNDER 24 HRS. 
last birthday) | Mont 5 |) 
Male White wivowep [] _bivorcep [[] 8-7-23 Ay oys. 


Toa. USUAL OCCUPATION (Gi 
done during most of working Ii 


Laborer 


kind of work 
even if retired) 


10b. KIND OF BUSINESS OR iss ‘11, BIRTHPLACE (County & Stete, or foraign country) 


21841848449 


12. CITIZEN OF WHAT COUNTRY? 
Maryland 


13. FATHER'S NAME 


Walter Bandock 
15. WAS DECEASED EVER fN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgivewerordetes of service) 


U,SaAa 
14. MOTHER'S MAIDEN NAME 


Theresa wa---- Yzeforeocere/ < 


17, INFORMANT 


16. SOCIAL SECURITY NO. 


oe fi eq z 
Tee = |) 1 3 3 unknown ABE ai°Records Sykesville, Maryland 
18. CAUSE OP DEATH [Enier only one couse per line for (a), (b), end (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ead ae 
IMMEDIATE CAUSE (e)____ Myocardial] Infaret — wi be 
DUE TO 
whieh ») Coronary occlusion 5 
geva risa 10 Immadiate couse — < ~ a - 
(2), steting the un vei 
cause lest. =a: ro) ~ 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e} | 19. WAS AUTOPSY 
%| Schizophrenic reaction, simple type ves [] no [ 
© }20e. ACCIDENT WAS UNDERLYING [1 n W INJURY OCCURRED. mani anehiven ie! — — 
& | OF CONTMEOTING FI Cabetie Get | Z0be DESCRIBE HOW INNER ED. {Entar nature of injury in Pert 1 or Pert Il of item 18.) 
G } (IF EITHER, NOTIFY MEDICAL EXAMINER) 
$ | Boe. TIME OF INJURY Month, Dey, Yeor ) 20d. INIURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 20% (City or town) “(County) ~ (Stete) 
5 rare While __Not While fectory, street, office bldg., ete.) | | 
2 ee caaiaaal 9 et work [] et work pid ! alas 


21. I certify that (Q (this hospital) attended the deceased from..Mar.Gh...3...m0+ 195, to.Octoher...1, 194, that @% (we) last 
saw the deceased alive on,.Qatober...1....1964.., and that death occurred 2PLSm, from the causes and on the dale staled above. 


22e. SIGNAT 226. DATE 
‘ ATTENDING ‘MED STAFF SIGNED 
& Varna AAA mo. | PHYS. [J birecror [} Prys. Gd _Octaber 1,194 


22d. ADDRESS 


22e. PHYSICIAN'S 
NAME Da 


aes ey CREMATION, 
L (Specify) 


23b. hams ma Mee 


jo-5-6Y 


23c. NAME OF CEMETERY ©) YY 


G 


PO (City, town or wy RE {Siate) 


25e. REC’D BY REGISTRAR | 25b. Saat SIGNATURE 


oat OCT 6 1954 fObonvbeg Jnctge 


jed in by the funeral 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


in any event, within 72 hours after death. 


cian, 


The law requires that the death certificate be executegfithin 24 hours after \ 2 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 s! 


2 5 
ass 
a 525 
£ 
fiat 
seie 
att? 
2 2 
Reegs 
Recs 
ae = 
gsc? 
ai<3e 
ns a 
BeR28 
eS 2 
> ot 3S 
@::: 
Ro Po 
fe 
genie 
R e052 
Lal 
VR AIS (4) 
15M 7-62 


. MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12118 bleh OF DEATH 16093 _ 


1. PLACE OF DEATH 7 2, USUAL RESIDENCE (Where deceased lived, If Institutlon: Residance before edmission) 


esi CAR RoLL Posies miles bh RYLenp sor CARROLL 
b. Seas cutie Light limits, ¢. LENGTH OF STAY IN tb <. CITY OR TOWN (If oulside corporate limits, write RURAL and give neores! town) 
DEE cree. 12 mo. WeETHIN STE L. 


da eae ie HOSPITAL OR INSTI Th bak {if not in hospitel, give street address) d. STREET ADDRESS @. IS RESIDENCE 
579 €A.T, BLVD, 57g CALT: BLVD. | st ne 


3. NAME OF First Middle Lest 


toro MPRY ELIZALETH BEAVER 


5. SEX OLOR OR RACE) 7, MARRIED or NEVER MARRIED o B,DATE OF aC 
FEMALE Ww ITE WIDOWED “a pivorceD [_] S79 Dé 


We. USUAL OCEUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 


4. DATE ‘Month Yer 
eae OCTOBRE 2 Su 19 b4 


9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
last birthday) neorte] Days | Hours [er 


ere fount _ rs sn ACE (County -& Stete, or Fe bee untry) ee oe OF WHAT COUNTRY? 
uring ‘of working life, eyen if retired) lec, Ge 
LEM utes. (ke Clad. MLS. 


L740 4 gece deel — 
FATHER’S, j 4. ci, MAIDEN NAME 
‘AS DECEASED EVER aa 1S. ARMED Al ES? | 16. $e RITY SEL bat? INFORMANT % Sa 
tes ne, ee | (Ifyes deonarerencerin 5 ae Y cer eer oe 
OS Prire 724 Mes th — tr Rt i — 


1s. CAI SRUSE 6 Hae TEnter only one coure per Diy Tor (e), (bj, end (ef) 


renvounuesseet, ARTER SCLEROTIC CARDIOVASCULAR ye: ‘in 


DUE TO 
Conditions, if eny, which (b} = 
geve rise to immediete couse ¥ “a a 

ta), steting the underlying ( OVE TO 

cause last, ses (d t =. 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te)] 19. WAS AUTOPSY 
ee TO Been has 

a 

s YES oO No [} 

& ]20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert tl ol item 1B.) | ae i= 

& | OR CONTRIBUTING L] CAUSE OF DEATH 

{| (F EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Dey, Year) 20d. INJURY OCCURRED ; 20e. PLACE OF INJURY (Home, form, ' 208 (City or town) ~~ (County) (Stee) 

5 Gi vem, While __Not While _ | fectory, street, olfice bldo., a 

5 aon 19 et work at work 


21. I certify that (I) (this hospital) attended the iw trom Qe Dooce f an ee , 19.2.4 that (1) (we) last 
saw the aes alive on. Oct. bees Wey JW .. and that death occurred 7 'M, from the causes and on the date stated above, 


22e. SIGI FF 22b, uo 
ATTENDING STAI 
OW mo, | PHYS. gis OO) pas. lope YY 


22. PHYSICIAN'S 22d. ADDRESS 


DAW) EL T. WELL) VEN __ WESTMINSTER MARYLAND 


23s. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY _ CATION (City, town oF county) {State) 


OVAL (Specify), Lf f Vit. L2p eS 7a Cut, ie eS ct ‘ 72d : 
ii iy. eg 25a. REC'D BY ISTRAR | 25b. aia YS SHGNA’ 
sap elec ACL f LF: Fide Z 6 “ea leg Nees 


RAL DIRECTOR'S SIGNATURE 


2 LLG 


ek 


Pages 1 and 


The law requires that the death certificate be executed within 24 hours after death. 
ysici 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


On papers. 


completely filled in by the funeral 
and fn apyevebt, within 72 hours after deg 


EmoveNearbt 


physician apd 
Then pexe 


ied by the attending 
-transit permit, 


filed with the State Dept. of Health prior to burial, cremation, or remova 


i 


: After this certificate has been si 


director, page 3 should be detached for use as the bur! 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
should be 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 16092 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission, 
a, COUNTY a. STATE b. COUNTY 7 


Carroll MARYLAND Ma. Se and carnerste Tan ORO BSL co nearest toway 
b. CITY DR TOWN {if outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CITY OR TDWN {if outside corporate ilmits, write RURAL and Zive nearest town) 


write RURAL and give nearest town) ewis e 


Sykesville 7mos .1édys.|| Rural - ageple » Monrovia SX oh 
@. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 8. apc ge 
Springfield State Hospital ---- RFD #1, Monrovia ves X]_nol} 
3. NAME DF i : 
TON EASED First Middie Last 4. + ti Month Day Year 
(Type or print) LEROY _ (NN) _ BEALL DEATH 19 
5. SEX 6. COLOR OR RACE |7, waRRIED [] NEVER MARRIED fr] | & DATE OF BIRTH 9. AGE (in years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthday) "| Days | Hours | Min. 
e it wiboweD [_] pivorceo[]| 3-8-1892 72 yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND DF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Farmer Maryland JAS 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Caleb A. Beall Margaret Watkins 
15. WAS DEGEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) |{Ifyes ¢lye war or dates of service) 
| Unk, No _220~-30-8980_| Records, S i oT a | 
18. CAUSE OF DEATH [Enter only one cause per line for {a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ; ONE OPE 
IMMEDIATE CAUSE (2)_BrOnchopneumonia, bilateral Days. 
“Ee DUE TO 
Conditions, if any, which w)_Old_ myocardial infarction with heart failure | _ Years 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. c) it 


( =e araa 
3 PART IT, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECDNDITIDNGIVEN INPART 1(a) |19. pee Scie § 
{Chronic brain syndrome associated with cerebral arteriosclerosis, ves x} No [] 
= 202, Ni . DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

6] | OR CONTRIBUTING (] CAUSE OF DEATH 

© | (IF EITHER, NOT! EDICAL EXAMINER) 

= 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Fy Hour a.m, factory, street, office bidg., etc.) 

ct i’ While Not While 

= p.m. 19 at work at work 


21. | certify that (I) (this hospital) attended the deceased from. 
saw the deceased alive on_LO—27=6); __19__, and that death occurred a 


19___, that (1) (we) last 
¢ F-trom the causes and on the date stated above. 


22a. SIGNATURE: 2 i DATE SIGNED 
‘ . ATTENDING MED. STAFF 
CZLLZA (Ba mo. PHYS. (]_pinector 1] puys. &Xl| 10-27-64 
22c. PHYSICIAN'S F " 22d. ADDRESS i S Hi 
NAME (Type) Octavio A. Ruiz, MD. | ol eee enna 

23a. BURIAL, CREMATION, 23). DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

REMOVAL (Specify) i 2 

| B Browningsville, Md. 


B he 
ADDRESS 


25a. REC'D BY REGISTRAR| 25b. REGISTRAR'S SIGNATURE 
pane Damascus, Md. |omOCT 2 9 1964 Wlinvltg aie 


hysician and completely filled in by the funeral 
carbon papers. Pages 1 and 2 s! 
t, within 72 hours after death. 


Then please = 


icate has been signed by the attending p! 


as the burial-transit permit, 
to burial, cremation, or removal, and in 


death, Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this ce: 
director, page 3 should be detached for use 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
be filed with the State Dept. of Health prior 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


5219 CERTIFICATE OF DEATH 16094 


4 A Ae 
Sua DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission) 
* a, STATE b. COUNTY 
Carroll : MARYLAND || Maryland Carroll 
¢. LENGTH OF STAY IN Ib ~¢. CITY OR Tau (If outsida corporate limits, write RURAL and give nearest town) 


b. CITY OR TOWN {if outside corporets limits, 
writa RURAL end give nearest town} 


vole Syiesvi lle 6Mo.I4 day Sykesville 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streat eddress) ~~ || STREET ADDRESS RESIDENCE 


Springfi-id State Hospital | ON A FARM? 


3. 3: WABES iss “First “Middle F “Last “| 4, DATE “Month 
- 5 OF 
(Type or print) Hattie Melrose Bennett | DEATH Io 
5. SEX ', | 6. COLOR OR RACE) 7_ MARRIED [5X] NEVER MARRIED |] | 8- DATE OF BIRTH 9. AGE (In years || UNDER T YEAR| IF UNDER 24 HRS. 
f£ 1 hit 6=3-80 bastibirth ‘Manihs| -Dhys | Hours | Min. 

emale white wipowed [] —_—oivorceo [-] Sh ov. | 

Oe. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

dona during most of working life, avan if retired) | Ma: land 
housewife : | es 

13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME = i — 
Joshua Leatherwood Augusta Hood 

1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 7 > 


(Yes, no, Vk is i - ; 
+ no. dt 2. 2 aed Springfield Hosp. records Sykesville, Md. 
| 18. CAUSE OF DEATH [Enter only one cause ). (b),end(] = = = —_ 


Bs Sete 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) IRIN Es A ogee Alumonron _ | eee 


ie ee ihn gs Pastor - ‘ hrs he” Ps, oat ae | Teoars 
geve rise to immediete ceuse 
TE where -0 bro tre Yours 


{e), steting the underlying DUE TO 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART le) 


cause last. te) 


119. Wee \S AUTOPSY 


CBS asso - “4 YES ol NO bi 
20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Homa, farm, ' 20f. (City or town) (County) 3 (State) 


While __ Not While factory, stree!, oflice bldg., etc.) 


Hour a.m. 
at work [ ] et work [] 


p.m. 19 
21. | certify that (I) (this hospital) attended the deceased from.... oscae Oar ie iy -, that (I) (we) last 
1964..., and that death occurred a6.:.4.0M, from the causes es on the date stated above, 


MEDICAL CERTIFICATION 


saw the deceased alive on.. 


Sm hs Se ATTENDING MED, ‘AFF es Sane 
Lh , mo. |PHYS. = [] _ piRecror [_] prs. w& 10-10-6% 
. PHYSICIAN'S PE, a 22d. ADDRESS Springfield State Hospita 


NAME (Type) Suh OZGCUN 


23b. DATE THEREOF 23, a OF CEMETERY OR ll geod 


/o- da= CY \O/d Onkland Comer 


[ct RE a ee pate 


23d. LOCATION (City, town or county) {Stet} 
Carrel! Cy ‘We 


a RBC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


DATE OCT ] vl 49h 4 ; Corley Jetge 


23a, BURIAL, CREMATION, 


Bsr ie 


24 FUNERAL DIRECTOR’; 


~* 
2 


hours after death. 
1 and 


bon papers. Pages 
and in any event, within 72 hours after deat. 


lease remove Cari 


d by the attending LN and completely filled in by the funeral 
hen 


cremation, 


ined by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signe 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 


director, page 3 should be detached for use as the burial-transit permit, 
filed with the State Dept. of Health prior to burial, 


Page 4 may be retai 


should be 


YR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Bye OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


pa CERTIFICATE OF DEATH {6095 


1. PLACE OF DEATH ¥ 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before riage 
a. COUNTY a. STATE b. COUNTY 


Carroll MARYLAND Marv and RaltananenGiby 
b. CITY OR TOWN (If outside corporete limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, fearest town) 


write RURAL and give nearest town) 


Sykesville h yrs. 10 dyst _ paytimore BV as 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || ¢. STREET ADDRESS e ES gee i 
Springfield State Hospital 172) N, Monr yes [_]_no 
1 No nroe u 
3. NAME OF First Middle Last 4. DATE Month Day ‘Year 
DECEASED OF 
(ype or print) MAUDE FRANCES BEVANS: DEATH Oct. 
5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED [-] | ® DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR IF UNDER 24HRS. 
F i N last birthday) | Months | Days | Hours | Min. 
emale jegro WIDOWED pivorceo[ | 9-15-1899 | 65 yrs. | 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Housework v i _U,S.A. 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Henry West Enma Parker 
15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyespive war or dates of service) 
No 219-10-0593 Records, 5S: i = 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).1 TNTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ti goatee ee 
|, IMMEDIATE cause (a) Metastatic lung disease _ eeKs 
ae ke", 
(Te DUETO " . 
Conditions, If any, which w__Careinoma of uterus, most likely months 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (). Ess 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) [19. WAS AUTOPSY 


CBS associated with cerebral arteriosclerosis with psychotic reaction. ves EF) NOE 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [) CAUSE OF D: 
(IF EITHER, NOTI JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 
Hour a.m. while ont while factory, street, office bidg., etc.) 


p.m. 19 at_work at work 
21. 1 certify that (I) (this hospital) attended the deceased from Pasion fo 

10 19____, and that death occurred at f ftonf the causes and on the date stated above. 

j 22. DATE SIGNED 


RE" WBC) HAE | 10-23- 6h 
a2d. ADDRESS Springfield State Hospital 


20%. (City or town) (County) (Stete) 


MEDICAL CERTIFICATION 


19___, that (I) (we) last 


i if 
208. PHYSICIAN'S 
AME (T¥P2) Antonius Glahn 


23a. seorke pyc | 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY | 23d. ATI Ity,,town or county) (State) 
pscity) <9 3 
force” \pofere ¢ | par Aunts ae 


24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR| 25b. REGISTRAR'S SIGNATURE 


Lena bae Pai~ OF” BAZ po 26 1964) 0 onl acy 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH j 6096 


{ 


last birthdey} 


Months Days 


Larch so. (B&O Fer | A 


‘Fs. 
| 11, BIRTHPLACE (County & Stata, or SAS 12. CITIZEN OF WHAT COUNTRY? 


Coal 7 as de ea. Ll ary Lame c- | ¥ SA 


13. FATHER’S NAME 14, MOTHER'S: 


EUR Yas GAIER, | Lgawenrva:/ | PUM RIN EG 


15. WAS DECEASED EVER IN 16. SOCIAL SECURITY NO,| 17, INI Address 


bij 


ind of 


wipowto pas _vivorceD [J 


10b. KIND OF BUSINESS OR INDUSTRY 


s ez Koo A Ko £5 
= $ 3, 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whare doceasad lived, If institution: Residence before admission) 
a cen a. COUNTY 2, STATE b, coy yj 
2.2 { ef, ____manyianp | Zap Low ee Carre _ 
£ “a b, CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWM [fF outside corporat limits, write RURAL and giva naerast town) 
Bas write BURAL and give nearest town} i ae 
N 
= fee 74 ealtn— Afotrie, dk /Wprches Lo ak.” 
= 8 a d, NAI F HOSPITAL OR INSTITUTION (if not in hospital, giv€ street address) i d. STREET ADDRESS tS RESIDENCE 
secon by ON A FARM? 
e. 2 / = eeeee ashen Leailee SHree# feo Liesl pn Nes ra > Saas _| vs] No Ba 
= a _ 3. ME OF First Middle last 4, DATE Month Day Year 
gar fata or C 
'ype or print) DEATH 574 
gos gen oe nae, AT ~ DE | ™ Gofher x 9 
= 5 5. SEX 5. COLPR OR RACE|7, maRRIED [| NEVER MARRIED |] | & DATE OF BIRTH 9. AGE {In yoors |IF UNDERT YEAR) IF UNDER 24 HRS, 
S52 
Be 
533 
3 
C7 
a 


(Yas, no, of unkown) | (Ifyes No ion 
ON #F. | VY, Pi wehegle, ii-5 
¢ “ic COREE DERE Tsim pi po a wp EEO Bleck, Lt ‘Tsien’ Wen 
: marcus, Aronia. ys tar dvb A ee 


DUE TO aD, 

Conditions, if any, which ww Cu 5 therstee? » Clea trber As ee, i PE. png oS 
gave rise to immadiata cause 

(2), stating tha uni 
causa lest, te 


|-transit permit. Then please remove carbon papers. Pages 1 and 


ATTENDING PHYSICIAN: Tha law requiras that the death cartificate ba axecut 


a 

ES 

ee 

ey 

a 

3 

§ 

= 

oe 

5 Zz PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hia]{ 19. Was AuTorsy 

= > PERFORM 

g Ki ves [J No" 

2 = [ 2a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Pact | or Part Il of itam 18.) 7 7 

o & | OR CONTRIBUTING [2-€AUSE OF D 

£ © | GF EITHER, NOTIFY MEDICAL EXAMINER} ae ee ey ig ae al 

z 3 [Zoe. Time OF INJURY Month, Day, Yaor | 20d. INJURY OCCURRED | 20s, PLACE OF INIURY (Home, oa (City or town) (County) (Stetal 
ra] Hour a.m. While __ Not While feclory, strent, office bldg., ale.) ; = — 

3 = sito ara? } wor at work { are 

3 

s 2. 1 certify that (i) (this hospjtal ye the deceased from Jr Z6 £24 b.ned..f 19.0% tog Cfetaar.thun 9G thot (I) (we) last 

] ceased alive on. LOC/Z, (amds3....19.2 #, and that death occurred & 2M, from the causes and on the date stated above. 


22b. DATE 


ATTENDIN' «MED, STAFF IGNED 
PHYS, SDK, Bintcron 0 prays. Lo-¥bG. 
22d. ADDRESS + at — 

=A 


d. LOCATION f 


be filed with the State Dept. of Health prior to burial, cremation, or removal, ai 


director, page 3 should be detached for use as the burial 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending 


TO HOsPITA gay 
death. Page ly 


VR AIS [4)5 


“"N Me i 200 ag Raga 


| 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


a ri 
Ene CERTIFICATE OF DEATH 160597 
ges 1. E EATI 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
Fig a. COUNTY a. STATE b. COUNTY 
wh qa Ss ex * 
202 Carroll MARYLAND Maryland washington 
+ os b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate iimits, write RURAL and give nearest town} 
2s 2 write RURAL and give nearest town) , i 
= 3 Sykesville 9mos.25dys. Funkstown ¥ 
of d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, glve street address) || d. STREET ADDRESS 6. 1S RESIDENC 
SSR iF ON A FARM? 
eer Soringfield State Hospital None ves] _no 
=| 
SSss 3. NAME OF First Middie Last 4. DATE Month Day 
Sa DECEASED 
S82 Crype or print) BESSIE MAY BURKER beth October 1h 
Bee 5. SEX 6. GOLOR OR RACE] 7, MARRIED fi] NEVER MARRIED[] | ®& DATE OF BIRTH 9, AGE (In. years | IFUNDER 1 YEAR IF UNDER 24HRS, 
sos Pr Whi e last birthday) Months] Days | Hours ) Min. 
Zee emale White wivowep[] _bivorceo{]| _~28-1885 79 ys. 
Peet 10a, USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR Il. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
s Ba during most of working life, even If retired) INDUSTRY : COUNTRY? 
Bo Housewife Maryland U.SeA. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John Kesselring Flora B. Hessong 
15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 7 4 “4 . 
No Neca Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] TNTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ; ONeE ae 
IMMEDIATE CAUSE (a)__Dronchopneumonia. Days 
24 v4 DUE TO 
Conditions, “If any, which (b) 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


of Health prior to burial, cremation, or re 


factory, street, office bldg., etc.) 


& | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1) 19. WAS AUTOPSY 
p |g| Chronic brain syndrome associated wit cerebral arteriosclerosis, wit ves) NO Ea] 
\ im 

= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18. 

& | OR CONTRIBUTING [] CAUSE OF DEATH : #2 ! 

4 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY(Home,farm,| 20f. (Clty or town) (County) (State) 

FA 

= 


Hour a.m, While, — Not While 
p.m. 19 at work L_] at work O 


21. | certify that (1) (this hospital) attended the deceased from_L2=19-63 , 19_ = 19, that (1) (we) last 
saw the degeased alive ot 10=1) “3h 19_____, and that death occurred 39730), ‘dm the causes and on the date stated above. 
22a, SIGNA paee s, = | 22. DATE SIGNED 

Dy, Aw aad 24: FANS Moron C1 BS. BRT| 10-1) -6h, 


720. PHYSICIAN'S 226. ADDRESS Opringfield State Hospi 
Antonius Glahn,-M. D. Sykesville, Maryland 


23a, BURIAL CREMATION] 29b. DATE THEREOF | 23c. “NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 
Pt 
5 Funkstown, Mde 


Burial ™ | 10-17-64 Funkstown Cemetery 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
OE 2 VALERA LH 21 19 gC Layla; Judge 


filed with the State Dept. 


director, page 3 should be detached for use as the burial-transit permit. TI 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys! 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within e. after death. 
should be 


VR A15 (4) 
15M 4-64 


ehh 
be 


es 1, 2, and 3 to the 


MINER: This certificate should 


TO DEPUTY MEDI 


be executed within 24 hours after death. If any delay 


funeral 


Item 18. Give Pa 


pending” in pent 


g the word “ e 
4 should be forwarded to the Chief Medical Examiner's 0 


please execute the certificate, writin, 


director. Page 


form PM3. Page 5 may 


fice along with 


4 


files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit perm 


retained for your 


. File 
1, an 


it. 
cremation, or removal 


i 


of Health or its designated agent, prior to burial, 


VR AISME “QJ 


3500 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


121 ya MEDICAL EXAMINER'S CERTIFICATE OF DEATH > 
PSL PLAGE iy DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence bef isan 
oy a. STATE b. COUNTY 
carga MARYLANO Harland nan HASning hon resay 
b. CF ik TOWN (If outside cor, Te limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, wrlte RURAL and glve nearest town) 
write RURAL and give nearest town) 
Sykesville 2yrs.lmo.19dya|. Hagerstown wh oe 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AOORESS @. 1S RESIDENCE 


ON A FARM? 


Springfield State Hospital 1222 Virginia Avenue Pest] na 
GR First Middle Last 4. OATE Month Day Year 
(Type or print) ARTHUR GARFIELD BUTTS | DEATH October 13 4g Ol 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In years | (F UNDER 1 YEAR|IF UNDER 24HRS. 
4 A 5 bi “tag Months | Days | Hours | Min, 
Male White wipoweD [_] Divorced fx] | )}-1-1882 a 
10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn 2B 12. ern of WHAT 
during most of working life, even If retired) INDUSTRY 
obs Mar rene "U «OA. 
NAME 14, MOTHER'S MAIDEN NAME 


James Butts Ida Mae Leigh 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) ‘ee lve war or dates of service) 
220-10-3652 _| Records, Springfield Stat. 


No 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} a INTERVAL BEFWEEN 
PART |. DEATH WAS CAUSED BY: 3 h_6 5 f ) Zz ONE ae 
“ay IMMEDIATE GAUSE (2), Lerner rOetA se Y - 

7 een x DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the OUE TO 
underlying cause last. {c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(6) 


Chronic brain syndrome associated with cerebral arteriosclerosis, with 


19. WAS AUTOPSY 
PERFORMED? 
ves] No Dey 


20a: EXTERNAL CAUSE WX 2b DESCRIBE HOW INJURY OCOJRRED, (Enter nature of ifury fv Park 1 or Park 1iot Kom 15) 
or 
CAUSE OF DEATH. fend hcedt Sei Wbrel C Feecdeced Le 


20¢.. iS F INJURY Month, Oay, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 


factory, str seat tes SE etn, rat 
a Mp am, While -— Not While : y 


Aud at_work at work 
21. | certify that | took charge of the remains described above, held an Autopsy af nspection SZ, Inquiry [_], and in my opinion 
death resulted frm: _ Natural causes J}, Accident AX], Suicide [_], Homicide [_], Undetermined manner [_] 
. CHIEF MEDICAL EXAMINER [_] 


MEDICAL CERTIFICATION 


SIQNATURI 0, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
High e DEPUTY MEDICAL ‘be mig fel ; ae Loud 
MMe tine) WA Glenn Speichdr, M. D. mis tlhe 


— (Specify) 


24. Fil sth ECTOR 


23a. BURIAL, es 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY = Te 23d. “rSEATTON (City, town or county) Lind. 


258. wey eat 25b. eI IENS gg 
areQCT 15 1964 fclerls Page 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12125 CERTIFICATE OF DEATH 16099 


(Yes, no, of unkown) | (Ifyesgivawarordatasofsarvice) 


QO « pe ES Coc K 
= aa = - = aati u Sa " 
18. CAUSE OF DEATH [Enter only one cause par line for (a), (b), end (c).} INTERVAL BETWEEN 
Pa ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY ‘Vex 
IMMEDIATE CAUSE (e) kcts 2£¢ lt A an HK Ama 


Conditions, if any, which ‘ ~ Can gem Var LE omen itr tpi. 


gave rise to immadiate cause 


Statin: in — 
Ge ne the undarlying : VA Ta Z She se 


ransit permit. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an’ 


5 22 
= se = = 
Lo 5 x 1. PLACE O) , DEATH 2, USUAL RESIDENCE (Where daceased lived, If Institution: Rasidence belore edmission) 
2 So #. COU Wa, 
o = ‘ 
3 BS ARR 7” oan Tp MARYLAND ’ o. 
b. CITY OR TOWN (if outsida corporate limits, LENGTH OF STAY IN 1b (If outside corporete lim: write fee ‘end give nearest town) 
x } cil RURAL@and giva none Soya J / 
£ 3% Vea toh7 13 4 x 4h ngs Z 
= 2 Ears d. NAME OF YL OR INSTITUTION (if not Ag hospital, 24, Straet address) bd STREET ADDRESS @. 1S RESIDENCE 
= eas I Le ON A FARM? 
3 3s2 | Can0e// punt iy © Avs Fo? |i Ko 7 2. ZL 
£3 ag 3. NAME OF First 4. DATE Month 
g eat DECEASED ma pa 
x 6-8 (Type or print) Ba b ee 66 whe DEATH /0 
g pes |e sm 6 COLOR ORKACE) 7, aRRteD [-] NEER MARRIED PT] © DATE OF RTH 9. KGE ln yen [FU 
“Min. 

eS 77 wivoweD [-}_pivorceD [] 41 o “2 f Je BA yes. ial aa 
8 A 10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY IRTHPLACE (County & Stete, or foreign country} 12. CITIZEN OF & COUNTRY? 
= ge done during most of working life, even if retired) je ,) | 
va Paneth fh | 

. : vee Z = . 
£ = 13. eye SNAME wu, i $s MAIDEN NAI e 

o Ci of 

a C Cork ied 
a = oS of b, f Lovee’ J irk gy = 
£ we 15. WAS DECEASE! ER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. my (ANT Address 

= 
a 
= 
= 
2 
3 
S, 
(3 
= 
= 
© 
2 
<f 


te has been signed by the attending physician a1 


I or attending physician. 
director, page 3 should be detached for use as the burial- 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a), 19. WAS AUTOPSY 
ae ae PERFORMED? 

2 

1s i Liwoed Y BAe. ef ene ne AE Phage vs no [] 
= | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (E inj 1 or Part It of item 18, ; =) ae 
= ‘OR CONTRIBUTING [] CAUSE OF DEATH (Enter nature of in) In Part | or Part Il of item 1B.) 
| (iF EITHER, NOTIFY MEDICAL EXAMINER) x 
S ~— a oe 
| 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY Sl @, form, | 20%. (City or town] {County} Grote) 
rat Hour a.m. While Not While factory, straet, offica bldg., ete.) | 
= Pom. 19 at work at work 


saw the deceased alive o 
228. SIGNATURI 
— 


T 22b. DATE 


Bek. > y, ae mot var aD aan oO eee oO SIGNED 
22c, PHYSICIAN'S 22d. Qses 
NAME tide / 2) LESS: LE 1 Fez, we Heal Moy Le hoe Trin 


23a. BURIAL, CREMATION, lee DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


L (Sy 
Concert | 7O-23-6 


9 
ry 
2 
@ 
oe 
> 
a 
3 
£ 
3 
rf 
2 
a 
> 
Fy 
€ 
~ 
© 
a 
8 
< 
< 
3 
3 


TO HOSPITAL OR ATIENDING PHYSICIAN: 


& 
2 
es 
5 
< 
i 
oO 
Be 
13) 
rx 
ei 
& 
a 
FET 
fd 
a 
Dp 
B, 
foh 
Re 


VR AIS (4) 
20M 5-63 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


thin 24 hours a 


ian and completely filled in by the funeral 


fter death. 
ges 1 and 


Pa 
In any event, within 72 hours after de 


wil 
e remove carbon papers. 


ici: 


S, 


that the death certificate be executed 


6 
[J 
228 
sr § 
uo 4 
2, 
sit 
E=i bed 
7". i=} 
2ae 
2°28 
=. 
oe 
2652 
vfs 
Sse 
oe 
cy 
fsa? 
= 
ces 
2&s52 
z5 2 
8 
BES 
2.2 
ESS 
s 
= 
: 
5 
8 
2 
2 
= 
ie 
fi 
= 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 
should be filed with the State Dept. of Health prior to burial 


director, page 3 should be detached for use as the burial 


VR A1S5 (4) 
15M 4-64 


ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oF CERTIFICATE OF DEATH 1bibd 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, if Institution: Residence before admlssjon) 
a. COUNTY a. STATE b. COUNTY 


Carroll MARYLAND Ma aval and Balto .City 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CITY DR TOWN (If outside corporete limits, write RURAL and give nearest town) 


write RURAL and give nearest town) > 
Syke sville 9 days Baltimore 3 
G. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS 


| Springfield State Hospital 116 W. University Parkway 


eis x a 
ON A FARM? 


3. NAME OF First Middle Last 4 DATE Month 
(ype or print) ANNA FRANCES COTTRELL peatH §=©6 October 7 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9, AGE (In years | IFUNDER 1 YEAR IF UNDER 24HRS. 
: 7. MARRIED fe} NEVER MARRIED [_] ey irthaay) ‘Months | Days | Hours | Min. 
Female White wippwep [] pivorceo -] | 4-21-01 yrs, 


1Da. USUAL OCCUPATION fi Ive kind of work done 


12. CITIZEN OF WHAT 
during most of working ilfe, even If retired) COUNTRY? 


1Db. KIND DF BUSINESS OR TI BIRTHPLACE (County & State, or foreign country) 
INDUSTRY 


Housewife Virginia Uasck.. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Alex Mood; Sarah Wolfe 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) |(ifyes give war or dates of service) s ve 7 
No | 227-12-1002_ |Records, Springfield State Hospital 
18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).3 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: = Canebral vascul: ident (hemorrhage) ba eal 
? IMMEDIATE CAUSE (2), reoral vascular accide: emorrnage) > ays 
YY , recurrent 
TT IA DUE TO 
Conditions, If any, which ) i j leroti ardiovascular Years 


gave rise to immediate Py 
cause (a), stating the DUE TO disease 


underlying cause last. (c). 


& | PART 11. OTHER SIGNIFICANT CONDITIONSCDNTRIBUTING TD DEATH BUTNOT RELATED TO THETERMINAL DISEASECONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 
i i Sap ee 
Fd Involutional psychotic reaction ves[-] No X] 
= | 20a. ACCIDENT Was UNDERLYING a) 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert | or Pert It of Item 18.) 
& | OR CONTRIBUTING (] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
Fe 
= .m. 19 at_work at work Pi 
21. | certify that (I) (this hospital) attended the deceased fro =c0= " ers pt 19___, that (I) (we) last 
pk 6 19___, and that death occurred at— , trom the causes and pn the date stated above. 


20b. DATE SIGNED 
am MED, STAFF 
Pave ™S ] _Binector C]_ PHvs. 10-8-6), 

| 22d. ADDRESSSpringfield State “Hospital 


saw the deceased alive on_LO- 
Qa. ace 
<p Pe tad 


22c. PHYSICIAN'S 
NAME (Type) Antonius Glah: 


- dD. 


23a, BURIAL, CREMATION, 


MOVAL ! j.| 23b. DATE THEREOF, 23c. NAME OF CEMETERY OR CREMATORY 
keeled. 2L3 fe Forest Lawn Cemetery 
Zh. FUNERAL DIRECTOR 


23d. LOCATION (City, town or county) (State) 
VO, Like [tP 
25b. fined eee SIGNATURE 

He. 4 F ot 


uy Pr BY oct a: 3. 496 


4 


_MARYLAND STATE DEPARTMENT OF HEAL Tri 


—t 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
me 12127 - CERTIFICATE OF DEATH 1610] 
5 6 | —__-=A be 2 = aes 
3 § 1. ec nah % 2. USUAL RESIDENCE (Where deceased lived, If Institulion: Residence before edmission) 
gee i OL aieeeay a, STATE Mp b. COUNTY g y r ; 
: 3 b. sm (i outsida = Timits, ¢. LENGTH OF STAY IN tb || c. CITY OR Le (If outside 2... limits, write RURAL and give Ko Ai 
is adgive sa > 
5B | LE BERLE Sopp, VPS. jay, BRIDGE Fue 
= 23 ; IAME OF HOSPIT. INSTITUTION fi oN Gs apitel, give street eddress) | &- STREET ADDiess ows 1S RESIDENCE 
@. X UAL AUR. | oe 
P38 5 / EE NAME OF & & First Middle test a. DATE Month Bay ak 4 
ea ED W, 
& {Type or print] ‘O WARA DABV/IS DEATH 5S 196 
25 a de 6. Lae) OR RACE| 7, EDWA. NEVER MARRIED [] | & DATE OF BIRTH hee eck. UNDER 1 YEAR| IF UNDER aah 
2 Y) | Months jours | Min. 
* § Ad Cok wioowto [] _vivorctp [] JAN Y- LEIS yn. aaa te he 
ss 10a. USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR ae M1. BIRTHPLACE (County & Stele, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 A done during most of working life, even if retired) 
£82 (p\StHoel BUS DRIVER | Bus DHL en — POPRYLB KD ee 
a 3 \- 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
c 
Sa Ww (Sam Zp VIS _ 
§ 15. WAS DECEASED EVER IN U.S. ARMES FORCES? | 16. SOCIAL SECURITY NO.) 17 INFONMANT Address 
= {Yas, no, or ee ND sc rst ee : e Zz 
— A/F-26-b24, GETRIDE Lthis inte Poe - ti 


18. ‘CAUSE OF DEATH [Enter only one cause per i; for (e), (b), end (c).)_ WTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: A e Og 
IMMEDIATE CAUSE (0) NVM se 0 Fast} 
4 j DUE TO 

Conditions, if eny, which {b) 

gave rise to immediete cause oi 


{e), stating the underlying 
couse last. re) 


Z] PART Japp THER or) “CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a}| 19. WAS AUTOPSY 
> a PERFORMED? 

ol “Cop x 
Cls : 7 ‘ - ves [] NO 

& |20e. ACCIDENT WAS | Dalen WES 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& | UF EITHER. NOTIFY MEDICAL EXAMINER) 

z ae == = = 

SG | 20c. TIME OF INJURY “Month. Dey. Yeer | 20d, INJURY OCCURRED | 202. PLACE OF INJURY (Home. ferm, | 208 (City or town) (County) (Stele) 

8 Hour a.m, 

= 


While Not While fectory, street, office bldg., atc.) 
et work [_] at work | 


p.m. wv 


7 oe | ee eS, , 196%, that (I) (we) last 
rc. and that deeth uh ae a from the causes and on thé dete stated above. 


ATTENDING PHYSICIAN: The law requires that the death certificate be execu 
y be retained by the hospital or attending physician. 


IRECTOR: After this certificate has been signed by the atten: 


director, page 3 should be detached for use as the burial-transit permit. 


21. I certify that (I) (this hospital) attended the deceased from.....: 4%. 
S et 


saw-tha deceased alive 


be filed with the State Dept, of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


ee. age ; ~< a, | 22). DATE 

® of ws le 4 Gaecron Oe OQ fof ]ye 

BS 22e. Pj Cr say 7 7 — 4 22d oe = 

eBez | ak 5 ee fe “Bridge, Maryland. 

Lem 23a. Buna ar 23b, DATE THEREOF \"s NAME OF CEMETERY OR CREMATORY a 23d, LOCATH ‘City, ocr {State} 

e*2 | Ber GL_ OCT 8-194 ST JPMES _WEW WMS 6R- ~ Jb 
VR AIS (4) " 


Pies ¥ 25a. YY RE! a) A le Le SIGNATURE 


1SM 7/61 yl 


\ 


: The law requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


— 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


3 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


S eas 
12128 CERTIFICATE OF DEATH if 
2s 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lired, If Institution: Residence before adalsslon) 
ah a. COUNTY a. aie b. CDUNTY ea 
s Carrol Al MARYLAND Land Baltimore (1 ty aay C5 
gs b. CITY OR TOWN (if outside cor; pea IImits, c. LENGTH OF STAY IN 1b || c. CITY Mara WN (If outside corporate limits, write RURAL and give nedrest town) 
22 write RURAL and give nearest town) y 
:= ; 6 Haltimore __ Z J 
OS d. NAME OF HOSPITAL DR INSTITUTION (if not in hospital, give Street address) |} d. STREET ADDRESS 8. EM boa 
a™ a 
Be, 5 pied State HoanveeT 2917 Clifton Avenue ves(]_ nog] 
34 ee First Middl tast 4. DATE Month Dal Year 
3= DECEASED en ae ve OF 
se (Type or print) SAMUEL (NIN) DORSEY DEATH October 30 19h, 
5. SEX i - f x 1 IF UNDER 24HRS. 
g $ 8 6. COLOR DR RACE | 7, MARRIED [X] NEVER MARRIED] | ® DATE OF BIRTH Boag rousears pallies LEAR pee ai 
ze Male Negro wiooweo [7] pivorceo]| 17-95 yrs. | 
Se 108, USUAL OCCUPATIDN (Give Kind of work done| 10. KIND DF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreion country) | 12. CITIZEN DF WHAT 
2a- during most of working ilfe, even If retired) INDUSTRY COUNTRY? 
3 Factory Worker unknown South Carolina U.S.A. 
13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 
S 
Ee Hardy Dorsey Mattie Howell 
iz 
a 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYND. | 17, INFORMANT Address 
= Ss (Yes, no, or unkown) et kee 
58 yes W.W,1, Army "ehs-03- 2554 _|Records, Springfield State Hospital 
ey 18, CAUSE OF Shi [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
£e PART J, OEATH WAS CAUSED BY: 4 4 a 2 ak i years 
a IMMEDIATE CAUSE (a) AOVancea nephrosclerosis BA 
3S Ye K DUE TD 
Conditions, tf any, which (b) 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause lest. (c) 


PART II. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) | 19. fal SEM css 
) Chronic brain syndrome associated with cerebral arteriosclerosis 
: ; . . ; 2 YES a oO 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HDW INJURY OCCURRED. (Enter nature of injury in Part I or Part il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DO} 


(IF EITHER, NOTH EDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Yea! 


Od. INJURY DCCURRED | 20e. PLACE OF INJURY (Home, farm, 
while Not While factory, street, office bidg., atc.) 
at work at work 1] 


21. Teertify that (I) (this hospital) attended the deceased from__10-22—6)) , 19 
saw the deceased alive o1 19_____, and that death occurred a! 


22a, SIGN 
(eae A~-v 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


Hoo; for10=30=6,, 19___, that (I) (we) last 


Patan the causes and on the date stated above. 


22b. DATE SIGNED 
PE Cy roe HAE 25] 20-30-61 


DIRECTOR 
22d. ADRESS ~Soringfield State Hospital 


22c, = RGnNS 
NAME (Type) 


ae 


director, page 3 should be detached for use as the bi 
should be filed with the State Dept. of Health prior to bur! 


Sulengysiie —Marvland 
230. iene CREMATIDN 23b. DATE THEREOF 4 23c. NAME OF CEMETERY DR CREMATORY 23d. LDCATION (City, town or county) (State) 
ech : cy 
ee 11-4-1964 Baltimore National Baltimore, Maryland 
24. Pome DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Arlington S, Phillips 1727 N. Monroe St. oNUV 2% 1964 


ww 


: MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12129 CERTIFICATE OF DEATH 16103 _ 


7. PLACE OF DEATH 3. USUAL RESIDENCE (Where decossed lived, If Insftuilon, Residence before aioe 
@. COPNEY, j a. STATE b. cou 
Pre! MARYLAND S40 k VABWL > WS MIMO 
Bay a TPWN [if outside corporate limits, €. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outsida corporete limits, write RURAL end give nearest town} 
O and Ober i Mabe VPA MO pe 


“s. IS RESIDENCE 
ON A FARM? 
ves [] LJ sok] 


{it He in hopbital, give street | oad “d. STREET ADDRESS 


Ror Ursa Pena at LEE LMBUIUS (PVE 


4. DATE Yeor 
DECEASED 


or , 

{Type or print) DEATH ag 
3. Fe 6. or oe K ce re "4 ars BATE OF BIRTH ¥ ee If UNDER 1 EAR IF me 245HRS. 
Fenlel W ita S-/ LE TE er Howie] haeaa “Hours las 


108. USUAL OCCUPATION (Give kind of work Vi. BIRTHPLACE (County & Stete, Res country) | 12. Lk WHAT COUNTRY? 


sae during Pr agiiin a on 10b. KIND OF BUSINESS OR gsisgies 
TETURED\ 0:8: Gav TA| Misi bi Os Sef Fe 
13. FATHER’S 14. MOTHER'S MAIDEN NAME 


Likilis. dutty | bite LIL RD 


15. WAS DECEASED EVER iN U.S. ARMED FORCES? | 16. SOCIAL 17. INFORMANT Addross Tih CHALE Yih 
LYEIZNEL GY WKATTHMER Lhhrypopt 


TWEEN 


RA gi OF —- ‘OR INSHUTI 
L den. 


First 


WIDOWED [_] bivorcen {_] 


ove carbon papers. Pages 1 and 2 shof 
ay event, within 72 hours after death. 


ioe 


has been signed by the atiending physician and completely filled in by the funers 


director, page 3 should be detached for use as the burial-transit permit. 


Then ple; 


(Yes, We oO VIVE” Me Lp 


18. CAUSE OF DEATH [Enter only one cause per line, fey. (b), end (€).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)__ 


The law requires that the death certificate be executed within 24 hours after 


death, Page 4 may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: After this certificate 


DUE TO = 
Conditions, if eny, which (b) 
gave rise to immediete couse 4 
{e}, steting the underlying DUE TO 
3 couse lost. te | 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1( f VA AaT ry 
( 5 ves [] No [] 

= | 200. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert I or Pert Il of item 18.) 

& | op CONTRIBUTING [] CAUSE OF DEATH 

© | (1F EITHER, NOTIFY MEDICAL EXAMINER) 

&§ | 20c. TIME OF INJURY “Month, Dey, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, ferm, | 208. (City or town) .< (County) (Stete) 

8 Hour e.m. While __Not While factory, straat, office bldg., “4 

2: Bice et work [_] et work [_] 


21. 1 certify that (1) (this h 
saw th clack y on. 


f Prfu WL, that (I) (we) last 
it seth scouted a *.M, from ii causes 5 ail on the date stated above. 


attended the deceased fro: 
Ds Ester frvsseer sees we? and fi 
22b. DATE 
STAFF a SIGNED 
D. spencer DIRECTOR oO ams, 7 2 Ue roa 
bi is 224. ADDRESS 
fig be Sy 
238 ats oat eS (ek Ses 
24 FUNERAL DIRECTO! 4 Lide SIGNATYRE i ee 
MMM " etonb. (Zag, 4 


oS Leper , 


ity, town or county) Ste! yy 


i, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, an 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


YR AIS (4) 
20M 5-63 


in 24 hours after 


IO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


wens Sf keattey Se RAN 


jal or attending physician. 


death. Page 4 may be retained by the hos 


MARYLAND STATE DEPARTMENT OF REALIT 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


22c. PHYSICIAN'S .* 22d. ADDRESS 


2 CERTIFICATE OF DEATH 1 61 04 
1 mat aa, tf 2. USUAL RESIDENCE (Where decaesed lived, If institution: Residence before edmission) 
@. COUNTY o. STATE b. COUNTY ¥ 
Ne Carroll ____Marytanp || Maryland _ : ree 
33 b. CITY OR TOWN (if outside corporate limits, | ¢. LENGTH OF STAY iN Ib c. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 

s3 write RURAL and give nearest town) 

- | __Rural-Sykesville lImth.,5da. Baltimore City. =: k <a 
sce d. NAME OF rage ‘OR INSTITUTION (if not In hospitel, give street eddress) ~d, STREET ADDRESS e. 1S RESIDENCE 

& $ | ON A FARM? 
342 |e, Springfield State Hospital 1823 Walbrook Avenue _| vs Ej nol 
gan 3 First Middle Test . DATE Month “Dey Year 
aan BeceaseD OF 
Lyd ica Saki ESTELLE _ AMY DYE DEATH Oetober 1, 1964 
© 5 = 5. SEX 6, COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In yoars |JF UNDER 1 YEAR| IF UNDER 24 HRS. 
a4 05-1 ‘3 Ithdey) |Months| Deys | Hours | Min. 
5S. Female Negro | wow] —_vivorcto [| 05-15-97 yes. 

& 2%. 10e. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | H. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 

3 Practical Nurse 4 : Georgia U.S.A. 

= eee EINE "| 14. MOTHER'S MAIDEN NAME — a 

SY 
£8 
sae James Patten ede’ Clarissa Browner _ » 
2 §— 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
ale (Yos, no, of unkown) | (Ifyasgive werordetesolservice) 
23 No 12-18-2898 | Springfield State Hosp. Records, Sykesville 
ee & 8. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] TP INTERVAL BETWEEN 
255 PART I, DEATH WAS CAUSED BY: Bronchopneumonia Saree Cry 
ae IMMEDIATE CAUSE [e]__ 2 = ree EE 
f= 
eee d DUE TO = : 
mas ) ntra 1 heme age b rall = 
cee iy ae Sn Py ntracerebral hemorrhage bilaterally days 
ga 5 to immediete couse | 7 — Al meee 

5s stating the underlying £ “ ea ie - 
B43 Ct, ee F Arteriosclerosis _year: 

¢ eeuesea 

LS a F PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He) 19. WAS AUTOPSY 

” 

82 )|€] Chronic brain syndrome associated with cerebral arteriosclerosis rEroeNe 
Egacs i tic reaction. vee ULAR 
= = 4 
& a } & 20a. ACCIDENT S ONDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
eats & | OR CONTRIBUTING [] CAUSE OF DEATH 
het 3 G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
£u5 4 nag k 
328 % ["20c. TIME OF INJURY Month, Dey, Yeer _) 20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, farm, > 20f. (City or town] (County) (rete) 

g 8s a Hove, aire While Not While factory, street, office bldg., etc.) | 

Boy ie a 46 at work [] at work 

O88 21. 1 certify that YW) (this hospital) attended the deceased from........Q° me 1101928" doy ee » 19..Q2ithat HM) (we) last 
a3 g saw the deceased alive on........ anQ=din.. ee 19.64, and thal death occurred at... causes and on the date stated above. 
Bae ba mare ™ ar ATTENDING MED, STAFF pete SIGNED 
Ags a 

dee ea fees nee mo. | PHYS. = [EJ iRector [_] PHYS. _ 10-1-64 

ac 

s 
B32 

2 
Os 
B 


NAME (Type) 
/ Edmee Reeves, M,D. Springfield State Hospital, _ Sykesville 
iN 2300 Laser. eae 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION {City, town or county) (Stete) ’ 
.. REMO’ specify] yi 
aN 13-5S~ 69 |\Licotn Tnem pa xan Dainese; Cee Seed 
) \J 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS | 25e. REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


or OCT. 7 PClonrbg \oedge 


\ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


hk 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


VR ALS (4) 


15M 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, bs i 


CERTIFICATE OF DEATH 


2s i. PLACE DF DEATH 2, USUAL RESID itution: Resi 
§23 ENCE (Where deceased lived, If Institution: Residence before admlsslon) 
ez a. COUNTY a. STATE b, COUNTY al 
oe Carroll MARYLAND. Marylan d 
as Db. CITY DR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 3b || c. ClTY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
22 write RURAL and give nearest town) g , 

3 Sykesville 3 mos./ 2 day# Baltimore 21215 
ga d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) |) d. STREET ADDRESS Home addté: “IRRESTDENDE 
ae // Springfield State Hospital || LEVINDALE*AGED HOME unknown | yes] no bd 
s= 3, NAME oF, First Middle Last | 4. DATE Month Day —Year 
2 DECEASED OF 

Se (Type or print) Esther (NMN) EISENBIRG peatH «= October 25, 496k 
ef 5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR |IF UNDER 24HRS. 
Ss f ai ~ last birthday) (Months | Days | Hours | Min. 
= emale white WIDDWED &] DIVORCED {_] Unkn. 69> yrs. | 


ja. USUAL OCCUPATION (Glve kind of work done 
uring most of working life, even If retlred) 


10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 
__ At Hom Russia Unkn. 


wife 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Shmiel Kerbel - dec. Rose ? -dec. 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
no 21-01-6767-D| Springfield State Hospital Records 
ee 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: pe a 
_ IMMEDIATE CAUSE (a) __Bronchopneumonia _ ys. 
7 A DUE To : 
Conditions, If any, which Cerebral vascular accident. dxys 
gave rise to Immediate meee 
cause (a), statin the : 2 
orale Mad ee o__Hypertensive ca rdio-vascular disease. years 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART i(a)  |19. ede ad 


CBS_assoc. with cerebral arteriosclerosis without qualifying phrase. | Yés[] ‘0 id 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part 11 of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While — Not While factory, street, office bldg., etc.) 
p.m. at work [ at work 


21. | certify that (I) (this hospi / = 19___, that (1) (we) last 
saw the ased alive on. 19____, and that death occurred at_1Oa_M, from the causes and on the date stated above. 
eh SIGN “pnb 2p. Ey 22. DATE SIGNED 
ant five“) Binector C) pins. Gd! 10/25/64 
ae EAN TOES Springfield State Fospital 
23c. NAME OF CEMETERY OR crew ‘ORY, id. LOCATION oun ) 
KMESSETH’ 1SRAEL KOLK wouyil °°" BATTTHORE, "MARYLAND 
25a. RED BY REGISTRAR | 250. REGISTRAR’S SIGNATURE 


ore CT 28 1064 (Unf ae 


MEDICAL CERTIFICATION 


Antonius Glahri 
23a. BURIAL, bee | 23b. DATE THEREOF 


"BURTAT” | 10/26/64 


24, FUNERAL DIRECTOR 


SOL LEVINSON & BROS, 6010 REISTERSTOWN RD 


director, page 3 should be detached for use as the burial-transit permit. Then please 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, ant 


4-64 


eA 


AQT 


he funeral director, 


Pages 1 ond 2 should be filed with 


“2 hours ofter death. 


fier death. Poge 4 


e 


ne, 


Then please remove carban popers. 


After this certificote hos been signed by the ottending physician and campletely filled i 
ronsit permit. 


ENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 ho, 


e hospitol or ottending physicion. 


page 3 should be detached far use os the buri 


moy be retaine 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


39 CERTIFICATE OF DEATH 16106 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. COUN 0. ST b. COUNT 
Lrre MARYLAND lar Leod rg 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURGt ond give nearest town) 


YA HL, ZA 2S LO yRurwg 


s ALP FL fO FA 
‘d, NAME OF HOSPITAL (if not in hospitol, give street nodaressl | OfSTREET ADDRESS e. tS RESIDENCE 
OR INSTITUTION t . ON_A FARM? 
DER (sechluys tile fC: gate (Bedlfyervill LPL | ROD 

3. NAME OF Fift * Middle lost 4. DATE nth Doy 

DECEASED Sf OF a. 

(Type or print) 4a, es 4) WY Aad > DEATH 5 nee 
5. SEX 6. COLOR BR RACE |7. MARRIED PRNEVER MARRIED [] |€ DATE OF BIRTH 9AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 


lost birthdoy) [Months] Doys | Hours ae 


“ Vex p wipoweo [] oworceo Oh fyare > 1967 oom 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND QF BUSINESS OR INDUSTRY » BIRTHPLACE (Stote or forgign country) 12. CITIZEN OF WHAT COUNTRY? 


Bae dase life, o, — j nA) y fe A Llp. de BSA: 
itt -@ a | WDrelar. 


a FATHER'S NAME 14 MOTHER'S MAIDE! 
Tg, WAS DECEASED EVER IN U.S Ne Aleck 16. Eppla Le oe NO. ze INFORMANT ge 
ae Or ecatoaal | feasted asicaen 
2/1 2-/0-S9. SES Pt i dio! 
LYO laid, 0 4, * 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (), ond (c)- | NEA oad ?) 
pts ( 


PART I. Few ';) WAS CAUSED BY: 


IMMEDIATE CAUSE a é LK tai DEI 
/ (is o2 } DUE T 

Conditions, if ony, which 

gove rise to immediote 


couse (0), stoting the under. ( OVE TS 
lying couse lost, to 


ra Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)|19- ae toa 
ec 2a == —_————<——_ pA ialbbiee —— 
3 ves) NO 
& | 222 ACCIDENT WAS UNDERLYING C1 _[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Fort W of item 18) 
& 
& |e EITHER, NOTIFY MEDICAL EXAMINER) % - i ? ae —— 
S ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120. (City or town) (County) Glote) 
a Hour 0.1m. While Not whi foctory, street, office bldg., ba 
3 Pm wi orrparret Ty it Se Ee ———__—__—_—— 
21.1 Grtify that (I) (this hospijal)-attended the deceased fram zg AY * nye op bt S—___.19GF that (I) (we) last 
saw the Heceased alive ¥ 9G F d that deat core: $22. M, fram the causes and an the date stated abave. 
Q URE > Wi 22%. DATE 
ATTENDING STAFF 
ls Fs Leas $—, D. ox BikectoR Pays. CO) 
mas Ge ra 
| Se hb LYuU3L 5 | een 2 LIAO. ee As 
RIAL, CREMATION, Rb. ». DATE THEREOF NAME OF CEMETERY O} Se iJ town. or 


ie MOVAL <Spaqify) 
18 Pe L Cat 


the Stote Baord of Health priar to buriol, cremotion, or removol, ond in any event, 


TO HOSPITAL O1 
& TO FUNERAL DIRECTOR: 


as 
as 
=> 
Et 
Raa 


yp a lg Lic Wetec “df 


24. FUNER, ee | 250. Ri REM 


DATE oer" op eee fe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12133 CERTIFICATE OF DEATH 18107 


We. USUAL OCCUPATION (Give kind of work 
done during most of working life, aven if ratirad) 


Laborer _ 
13. FATHER’S NAME 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CfTZEN OF WHAT COUNTRY? 


unknown Maryland 


14, MOTHER'S MAIDEN NAME 


U.S.A 


Franklin Ensor 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgivewerordetesofservice) 
oa at . .. 
18. CAUSE OF DEATH [Enter only one cause per line for 


Rickey Rampkin 
17, INFORMANT Address 


16. SOCIAL SECURITY NO. 


s 23 = sae 
5 + 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
mye a, COUNTY a, STATE b. COUNTY a. 
5 2 Carroll eA MARYLAND || Maryland --_ 
se B. CITY OR TOWN [if outside corporete limits, «. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporete limits, writa RURAL and give neerest town) 
oe et write RURAL and give neerest town) 
Claes Sykesville (rural) _38y 4m 20d ||_ Baltimore City 
= <3 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d, STREET ADDRESS. 
zis ___opringefield State Hospital ee 4 "ail ves [] No Ga] 
Sine 3. NAME OF First Middle Lest ~ | 4 DATE ~ Month ~ Yoer 
3 DECEASED OF 
or print) . : DEATH 
g Vere) eo Weg Cx Ensor ; ual 
2 5. SEX 6. COLOR OR RACE|7. maRRIED [-] NEVER MARRIED fg] | ® DATE OF BIRTH 9. AGE tie yeors [fF UNDER YEAR) IF UNDER 24 HI 
ee last birthdey} |"Months] Deys | Hous ] Min. 
5 Male White wibowen [_] Divorced [] 5-12-86 28 ys. 
3 
= 
5 
8 
= 
% 
3 
vv 
3 
= 
8 
2 
. 


Svringfield St. Hosp. Sykesville a 


21. 1 certify that ¥) (this hospital) attended the deceased from. May... hey 19.64 t0.Octoher...1419.64 that @) (we) last 
saw the deceased alive on.. ewe 14.19. B4.. . and that death occurred atl #HOIM, from the causes and on the date stated above. 


ey ss PR ATTENDING MED. STAFF 22. OND 
A Cu AAA no. [PSP™ oitecron Gy Pm) CE) Bctober 14,1908 

22c. PHYSICIAN’S 22d. ADDRESS 
NAME Cirel” OT Tee ‘Ranke De 


IAL, CREMATION, | 23b. DATE ay 


OS: 
ATU 


es t PbWale 


Springfield State Hospital, Sykesvill 


‘OF CEMETE| RY 23 LOCATION (City, lown or county) (Stpte) 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event{ wit 72 hours after death. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 


<¢ , (b), and {c).] 

3 ONSET AND DEATH 
o PART |. DEATH WAS CAUSED BY: : 

3 IMMEDIATE CAUSE (@)_ Chronic pulmonary emphysema C2 year _ 

= j 

a \ / DUE TO 

2 Conditions, il any, ae es e@'s: “a. . _ 
z geve rise to immediete cet _ 

g {a}, steting the undetivike Pid $8) 

a couse last. (e) 

a3 Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
A SOU LAC Sle oH ial 

= Ee 

S 3 Schizophrenic reaction, paranoid type ves No $e 
2 = | 20e. ACCIDENT WAS UNDERLYING [) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 18.) 

o = OP CONTRIBUTING [] CAUSE OF DEATH 

= © | AIF EITHER, NOTIFY MEDICAL EXAMINER) pa. = 

a s 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, + 20f. (City or town] (County) (State) 
3 a iiGE: aon While Not While fectory, street, office bldg., etc.) | 

2 4 == pm, ee nel et work [_] et work —— f i 

‘3 

o 

(4 

3 

> 

2 

& 

~~ 

© 

a 

2 

i 

£ 

3 

7. 


A. 
25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


ACT 16 196 [vig age 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ai 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


VR AIS | 
20M 5-63" 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR Al5 (4) 
15M 4-64 


a > 
The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


cmd, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12134 CERTIFICATE OF DEATH Beh 


= 
g 
2395 1. PLACE OF DEATR , USUAL RESIDENCE (Where deceased lived, If Institutlon: 
+ J re oe STATE ee ey, COUNTY Jv 
273 Carroll MARYLAND Marvland Mon teomery aay 
Sos b. CITY OR TOWN (if outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and giv8 nearest town) 
BEL write RURAL and give nearest town) a a 
£3 Sykesville Rockys ec Gee 
zB on d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) ‘REET ADDRESS e ae ie 
ilies 
cas Springfield State Hospital |____1104 Preadwood Drive — ves {]_nobd 
255 SAE Or First Middle Last 4, DATE Month Day ‘Year 
ied 
esZ (Type or print) HARRY WILLIAM FISHER DEATH ~October 1 19 
Sos 5, SEX 6. COLOR OR RACE | 7, MARRIED [5E] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR|IF UNDER 24HRS. 
sea ons last birthday) Months | Days | Hours | Min. 
Bes Male White WIDOWED [7] pivorcED (] 12-28-83 80 ys. | 
aim 10a. USUALOGCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
3 a during: me of eee fe, even If retired) INDUSTRY p COUNTRY? 
2S ectrician ennsylvania or & 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Charles Fisher Augusta Klette 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, ne, or unkown) | (Ifyes give war or dates of service) 
to 167-03-087B8 Records, Springfie hate | i 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (B), and (c).J INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: = Brana ; a a 
' IMMEDIATE CAUSE (a). opneumoni.a days: — 
Tal 0 DUE TO 
Conditions, If any, which ) Severe arteri ; ; years 
gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last. (c). 


S Caner SIGNIFICANT getbe t bS TODEATH et ghecale a DISEASE CONDITION GIVENINPART 1(@) [19. WAS s AUTOPSY 
) fa] vhroni¢c, brain sindromé assoc. With cerebral arteriosclerosi i 
<x * “ - 1’. + 
Ajs psychotic reaction, 5 sry See yes fc} NOT] 

= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item i8.) 

& | OR CONTRIBUTING [) CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

| 20e. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED )20e, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) County) tate) 

p= Hour am. while Not While factory, street, office bidg., etc.) 

a 

= p.m, 19 at work Oo at work O 
21. 4 certify that (1) (this hospital) stendes the deceased from. : 19 if 10-1- 19___, that (1) (we) last 
saw the deceased alive on 10-16 19____, and that death pccurred 3 from the causes and on the date stated above. 


fi 4 | 22b. DATE SIGNED 
pi heh. Cpe l0 wo. 5°” NBeren O HME sg] 10-161 
220 22d. WORESS Springfield State Hosni 
Agustin del Campo, Yi.D. P. sone a ate Hospital 


23a. BURIAL, CREMATION, 2ab. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ‘Gtate) 
BAWOME recity) 1109/5 /64 | Lakewood Memorial Garden | Allison Park, Pa, 


Ay OO WHS TE Funeral Home 134 PRES Montg, Ave 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


Rockville, Mary lan doate OCT 6 1964 fOCrarbog Yasar _ 


s 


director, page 3 should be detached for use as the burial-transit permit. Then 
should be filed with the State Dept. of Health prior to burial, cremation, or removg 


MARYLAND STATE DEPARTMENT OF HEALIT 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


; ‘ _ CERTIFICATE OF DEATH 16109 
AVA 1. oy seal —— 3, USUAL RESIDENCE [Where daceesed lived, It institution, Residence belore edmission] 
3 PRROLL. tie . ye) 'b. COUNTY Zz 
8 b sy Je 4 ae Eo" Dp je earn oe Seat eee OR TOWN (If AMD. limits, write CP give nos town) 
rite and give neerast town! 
3 bY. UNS TEA WEPA SEE 
£ dad ars ‘GF HOSPITAL ER Ao (if not | i hospital, ae ‘streal EAS V4 i] d. STREET CS LLQ/WS 7ER. a e 15 RESIDENCE: 
5 x OLD MP WOME TER. KAR | JEP kp HCZP ves PEROT] 
a + ee seals Lest ra Bare fonth Dey “Year - 
S| tee VIRCIE = MAT — A RD | iam OCT Bf 


6. COLOR OR RACE IF UNDER 1 YEAR| IF UNDER 24 HRS. 


7. MARRIED [] NEVER MARRIED [_] ; 
Hours Min. 


es pivorcto [] 


fet) 2, VER bg | | | | 
1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Count: State, Ar loreigd country) | 12, CITIZEN OF WHAT COUNTRY? 


(pF | CARRIL Co. MP OSG. 


|“ MOTHER'S MAIDEN NAME 


_FRaNCLS OE ara APH PKNOLD 


. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, deceit Address 


tes eee See TH 3 P- _ ”) ) RS EUNICE 1, WAL MES THINS TER. Rb fy, 


18. GAUSE OF DEATH [Enter only one cause per line lor (a), (b), end (c).) 
8) es AND. le 


PARTI. DEATH MbIATE Cause to) MALO TE pT a CAY2D IP AMF HECTIO A! 
é hes 


| 8. DATE OF BIRTH le AGE (In years 
last birthday) 


Merits! Deys 


ificate be executedgmihin 24 hours after \, 
—_ 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely tilled in by the funeral 


director, page 3 should be detached for use as the burial. 


s@ remove carbon papers. Pages 1 and 


in any event, with 


f 
ry 


f / DUE TO 
Conditions, if any, =} (e). ye TEL (OS CLE o7/(C CABO Udsc Lhe DiSy : 


fransit permit. Then pl 


gave rise to immadiate cause 
{eo}, stating the underlying Gree, 


cause lost, te) 


ATTENDING PHYSICIAN: The law requires that the death certi 
be retained by the hospital or attending physician. 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o]| 19. WAS AUTOPSY 
= Tee PERFORMED? 

5 yes [] No [ey 
& [2Da. ACCIDENT WAS UNDERLYING [} | 2Db. DESCRIBE HOW INJURY OCCURED. (Enier neture of injury in Pari | or Pert Il of itam 1B.) =" sk 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c, TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 2DI. (City or town) (County) (Stee) 
a Hour em, While ___Not While lactory, streat, oflice bldg., ate.) | 
= p.m. 19 et work [_] at work [J ! 

21. 1 certify that (I) (this hospiel emerges the a” from......4 WF... 19¢2. 1 AQ AGT... Sat, 1988 i, that (J) (we) last 

saw the deceased alive on......... \ 2196. and thal death occurred at... iba “BYM, from the causes ae on the dale slated above, 


be filed with the State Dept. of Health prior fo burial, cremation, or rem 


228, SIGNATU ate, * > 2b, DATE 
6 eA Mera, 0. | 8g toe BE ta af” 
ko 22. PHYSICIAN'S 22d. ADDRESS 
Ee : NOME te sch 4: a tr 19 PWCE RD HIESTEWMSTER wD, 
Gz ‘230. BURIAL, CREMATION, | 23b. DATE WA 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION yy town er county) ri {Stete) 
pe lee ETT | PROVIDENCE” CODER _O: AMBER, CARROL oo. 
H RE ADDRESS. « 250. LEK x _G, 25b. REGISTRARS SIGNATURE MP 

VR AIS (4) 


1SM 7-62 \ 


f Lelinewa Feds NOV 4 64 fCherbag age 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


P 2136 ‘ CERTIFICATE OF DEATH 1b1a0) 


/20a. ACCIDENT WAS UNDERLYING [1 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 18.) 


20c. TIME OF INJURY Month, Day, Year 


Hour a.m. 
eee ne 


204. INJURY OCCURRED 
While Not While 
at work [| at arere [_] 


200. PLACE OF INJURY (Homa, farm, 20f. (City ot town) (County) (State) 
factory, street, office bldg., etc.) 


—— ceoce 


MEDICAL CERTIFICATION 


Po mil iver 


|, from the causes and on the date stated above. 


saw the decea: alive on.. 


22e. PHYSICIAN’S~7 


NAME (Type) 


22d. ADDRESS 


Myron) Nizankowskj, M.D. Springfield State Hospital 


Sean ATTENDING, MED STAFF 220. SIGNED 
I A, MA i QQ mo, | Ps. [1 pirector [] Pays. 10-19-64 


s 3 
2 I ee re 
a 88 | RES 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before #dmissio#) 
5 a. 
wo 2a a. STATE b. COUNTY 
5 eng €arroll re, MARYLAND Maryland Z : Mas 2 
Eee i | b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b |! ¢. CITY OR TOWN (If outsida corporate limits, write RURAL and giva nearest town) ” 
+ Fav ( weit lagers give nearest lown) . . 
* £38 Runa, ykesville Oy Om 20 Poolesville Ss 
= Bae d. NAME OF HOSPITAL OR INSTITUTION (it not in hospital, give street address) / a, STREET ADDRESS a > S RESIDENCE 
= eSe, . " 4 ON A FARM 
Ea a3 3 / Springfield State Hospital | yes [_] No fe] 
B Sey [3 NAME OF Fist Wi — - ih Day Year 
3 2 on DECEASED OF 
g Fe Type or print) Howard (N MN) Fry cago 10 19 19 64 
: 2 re 5. SEX 6. COLOR OR RACE) 7, MARRIED [-] NEVER MARRIED [] | 8+ DATE OF BIRTH rae oe heart IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 . Months} Days | Hours | Min. 
°° 88S male white | wow _pivorceo [] 8-22-72 yes. | "a | 
§ 8 2 Sx] Ws. USUAL OCCUPATION ind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stale, or forsign country) | 12. CITIZEN OF WHAT COUNTRY? 
= 300 done during most of working ven if retired) 
3 SSE T etired carpenter -- Maryland USA 
eg gh | 1S. FATHER'S NAME wo I 14. MOTHER'S MAIDEN NAME , ee a — es 
— Qa 
c 

3 5 z unknown 3 unknown 4 
a ens 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ 5 i (Yes, no, or unkown) | (Ifyesgivewarordatesof service) r A 
5.2.2 | qupknews aa unknown Springfield State Hospital = eee... 
fetes 18. iy EATH [Enter only one cause per line tor (a), (b), and (e).])=SStSCS~S ~~ =. -- ~) INTERVAL BETWEEN 
é 5 PART 1. DEATH WAS CAUSED BY; pel fiela oP ot 
5 E IMMEDIATE CAUSE fa) Bronchopneumonia a ks | ere 
$ & é x DUE TO 
ra & A 
= E Conditions, if any, which (o_ A * Pee 
ta 3 gave tise to immediate causa 
= ae (a), stating the u ing Ets) 

a 
43 = gause lasts (e) 3 2 

a Pores STS RCANT comons CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 

2. ronic brain syn ome, ZeSotLa ted with senile brain disease Gach oy 2) 

hs : A 2 ves [of No [] 

Sol a =. 

a 

of, 

cd 

J 

= 

6 

a 

a 

a 

2 

rc 

a 

2 

= 

= 

= 

3 

= 

2 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cal 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certificate has been signed 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
_REMOVAL (Specify) 5 : 
: 42) g U 
25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


24 FUNERAL DIRECTOR’S SIGNATURE 
20D 26 


VR AIS | 
20M $-63 


and completely 


sician 


igned by the attendin: 


transit permit. Then pl 
|, cremation, or removal, an 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the burial. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
be filed with the State Dept. of Health prior to burial, 


VR AIS (4) 
20M S-63 


event, within 72 hours after dea 


x 


a 


Ne 


PAARTLAND STATE VDEPARIMENT OF REALINA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12137 CERTIFICATE OF DEATH }OLki 
1 PLACE OF DEATH ag 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
} Carroll MARYLAND TR Maryland ~ oN Carroll 


b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
write RURAL and giva nearest town) 
Taneytown A Taneytown 
4. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) | d. STREET ADDRESS e Sc 
35 Middle Street : 35 Middle Street ves [] No [Hf 
3. NAME OF First ~ Middle tan 4, DAT! ‘Month Yeor 
DECEASED OF 
(ype ee rial Roy Babylon Garner | SEATE October 2 19 64 
S. SEX 6. COLOR OR RACE|7. maprieo | [Never MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lest bithdey) | Months) Deys | Hours | Min. 
Male White wow [qj oivorcro[]| Feb. 21, 1888 76 yn. | | 


10a. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY | il. BIRTHPLACE (County & Siete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Hardware Dealer Hardware Carroll Co., Maryland U.S.A. 
13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
E. Oliver Garner | Enma_ Babylon ‘ , 
TS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT __ Address = 
(Yes, no, or unkown) | (Ityesgive warordatesofservice) 
No | 220-28-8982_ | John 0, Garner, Ss Taneytown, Md, 5 


INTERVAL BETWEEN 


Coelirn.  Murrh, EI 


18. CAUSE OF DEATH [Enier only one couse per line for {eo}, (b}, end {c).) 


PART |, DEATH WAS CAUSED BY: Conn 
IMMEDIATE CAUSE (e) Og ast 


x x DUE TO _— : 
Conditions, if any, which oy) OonAnre = WE rae 
geVe rite to Immediete couse —_ 


fe Mage ie Ly er Te ae ihe Ine pas 
SMAUTOPSY 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. CONTRIBUTING TO DEATH | BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Na){ 19. wae 


Zz 
9 RFORMED? 
S yes [] no [¥f- 
© [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Par | or Pert Il of item 18.) 3 . y 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (iF ETHER, NOTIFY MEDICAL EXAMINER) 
& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De, PLACE OF INIURY (Home, Ferm, | 20f. (City or town) ~ (County) {Stete) 
a Hour e¢.m. While Not Whila fectory, street, office bldg. ate.) | 
= ae 19 et work et work H 
certify that (I) (this-hespital) atiended the deceased from that (1) Gre} last 
t 
saw the deceased alive o1 and that death occurred ! M, from the causes and on the dale stated above. 
ee ae, ATTENDING STAFF 2b SON 
a ae cee .p. | PHYS. Ey aero 0 rays. [1] LOLZ 1€P 
22¢. PHYSICIAN'S 22d. ADDRESS :. a ‘ 
NAME (7) r 
fee) E, Ambler Thompson, M.D. 49 Frederick St., Taneytown, Md. 
23e. BURIAL, CREMATION, | 23b. DATE THEREOF 


baci hkeld a ) 


23c, NAME OF CEMETERY OR CREMATORY Fo LOCATION (City, town or county) {Stete) 


Lutheran Cemetery Taneytown, Md. 
ADDRESS 


Taneytown, Maryland 


25a, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
oat CT. § OChiawhe, ~/elgt 


papers. Pages 1 a 


event, within 72 hours after ge 


ve carbon 


lease remot 
an 


by the attending physician and completely filled in by the funeral 


‘transit permit. Then 
, cremation, or removal 


The law requires that the death certificate be executed within 2 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


of Health prior to burial, 


@ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
director, page 3 should be detached for use as the buri 


TO FUNERAL DIRECTOR: After this certificate has been signed 
should be filed with the State Dept. 


VR A15 (4) 
15M 4-64 


1, PLACE DF DEATH 
a. COUNTY 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


zl CERTIFICATE OF DEATH : 


2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. STATE b. COUNTY 


MARYLAND Maryland Garratt atemy 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town, 
wre RAL ane #8 nearest town) 
esville s.8mos.13dys. Rural - McHenry Lt ee 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS e Is RESIDENCE 
Springfield State Hospital = ves] nok] 
3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF 
(Type or print) ESTHER (NMN) GLOTFELTY DEATH October 19 19_ 6) 
5. SEX 8. COLOR OR RAGE | 7, MARRIED [] NEVER MARRIED [jg] | & DATE OF BIRTH 9, AGE (In, years | IF UNDER 1 YEAR|IF UNDER 24HRS, 
2 last birthday) (Months | Days | Hours | Min. 
Female White wipoweD [~] Divorced {_] yrs. 


108. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


None 


10b. KIND OF BUSINESS OR 
INDUSTRY 


12, CITIZEN OF WHAT 


11. BIRTHPLACE (County & State, or forelyn country) 
COUNTRY? 


13. FATHER’S NAME 
Fred Glotfelt 


h 
14. MOTHER’S MAIDEN NAME 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) ee 


. Mo = NOG mpiccrneearenn 


16. SOCIAL SECURITY NO. 


| Margare Fratz 
17, INFDRMAN Address 


Records, Springfield State Hospital —.—-—- 


18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: - 2 
: IMMEDIATE CAuse (o)_Arteriosclerotic cardiovascular disease _Years 
TA oft DUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c) 


Hour a.m. While -— Not While 
m. 19 at work{_] at work [1] 


21. | certify that (1) (this hospital) attended the deceased from 
saw the deceased alive on _LO-19=64. 19 _ and 


MEDICAL CERTIFICATION 


factory, street, office bidg., etc.) 


iy vole SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) [19. Re eee 
i al deficiency 

sychosis with ment eficiency ves C] NO ix] 

20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 

OR CONTRIBUTING (7) CAUSE OF DEATH 

(IF EITHER, NOTI JEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 


9 gala=bh— 19___, that (1) (we) last 
that death occurred Perse) the causes and pn the date stated above. 


22a. SIGNAT! a 
> SS Aad 


‘22b, DATE SIGNED 
ATTENDING MED. STAFF 
ys. L]__pirector [} Pays. 10-20-6), 


22c. Ga TS 
“) Antonius Glahf,M. D. 


; eg ADDRESS Springfield State Hospital 


23a. BURIAL, CREMATION,] 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


REMOVAL (Specify) 


i 0/22/64 Thayervil 
ADDRESS: 


ah @ Titursrte rn Grantsville,Ma. 


23d. LOCATION (City, town or county) (State) 


MecHenry,Garrett, Md. 


25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


oare OCT 26 1964 fCharleg 


le Cem. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


ve ats (4) { 


» 
S$ 
= 
w 
o 


death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
S 157 39 = FICATE OF DEATH Ll . 
1 Reis OF DEATH La 2. USUAL RESIDENCE {Where 2 lived, If institution: Residance before e@dmission) 


eA e °. ai 7D) b. COUNTY “f 
ol | Ou nly MARYLAND || kond COLO Z, 
b. City Ak 2s © outside corporate limits, | «. LENGTH OF STAY IN Ib “e. CTY ae) 1G b (WPoutside corporete limits, writa RURAL end give neerast town) 


write RURAL end ee nearast ey 


(40S 2 Lb LCI, ie 
d. NAME OF STEPS. OR py ste. if not in hospital, give street eddress) ; @. STR IDRESS. et eg 
Cayy ol Chas s Saece es go8 ||. 8 


'3. NAME OF et | os 
DECEASED Oo | oF 6 
(Type vee | EE ree a) e's DEATH /0 a 19 ft 
5. SEX C Ly R OF 7S 7. MARRIED PO}NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (ln yeoes IF UNDER 1 YEA 
lay) |Months| Da 
Ma yo (i JH te, | wwowt[] _ pivorcen [] be == 4VG2. ‘ | 


yrs. 
10a. USUAL OCCUPATION (Giva vad of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 


done during most of working lit retired) - [Cory O l / Chis = ty! 


12. CITIZEN OF WHAT COUNTRY? 


Bios gt 


any event, within 72 hours after deat! 


lta? ed — THER’S MAIDEN ewe 
Warn Y 


15. WAS DECEASED EVER IN ARMED FORCES? B57, SOCIAL SECURITY NO.| 17. INFORMANT 


{Yes, no, or ee Si rordstesofsaryical| /o- 8, Hf myers ila satel Pb 


se remove carbon papers. Pages 1 and 


4) 


ny 


Th 


}. of Health prior to burial, cremation, or removi 


gned by the attending physician and completely 


¢ 18. CAUSE OF DEATH [Enter only one cause par line for (a), (b), end (@)) haere. BETWEEN 
ONSET AND DEA 
5 PART |. DEATH WAS CAUSED BY, 
& IMMBDIATE CAUSE @)___ CEREBZAL Vaesevenr  Acerdent | PMoues 
2 DUETO 
Conditions, if any, which on ey BE TIE EP a SERS 
gave rise to immediate cousa > > = 
{e), stating the un Ing ge) 
cause las, to 


z PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) 19. WAS AUTOPSY 
j shail ell PERFORM 

5 CryaecinenmR OF FRosTIe TE. E Ke [1 No [X 
= | 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enier nature of injury in Pact | or Pad Il of item 18.) . a 

& | on CONTRIBUTING [] CAUSE OF DEATH 

| (F EITHER, NOTIFY MEDICAL EXAMINER) 

| 20c. TIME OF INJURY Month, Dey, Yaer _) 20d. INJURY OCCURRED ) 20s. PLACE OF INJURY (Home, form, | 20K (Clty or own) (County) (Stete) 
ray Hour o.m. While Not While factory, streat, office bldg., etc.) | 

= pam: 0 at work el work | 


21. I certify that (I) (this hospital) ip ei 4 the 0% from. A Ae oe er soe 19.002, that (1) (we) last 
9.4. 


saw the deceased alive on ~ and that death A afte ees 2m, from Ihe causes and on the date stated above. 
22a. is 22b. DATE 


ATTENDING STAFF SIGNED 
ae i, ee, mo. | PHYS. oy i pnecror [J pits. oO 
22c. PH) a / = 

ME (Type) 


22d. ADDRESS 


23e. BURIAL, CREMATION, Gul DATE i fe OCATION (City, town of county) 


Bernt |Gat toy | 2, (, ~lMe Ue, mH 
NERA pe a Coty iy REC'D BY REGISTRAR | 25U, REGISTRAR’S SIGNATURE 
ty 4 tec, hse DAT Vi — eed 


bien OF CEMETERY Siaitas CREMATORY 


director, page 3 should be detached for use as the burial-trai 


be filed with the State Dept. 


event, within 72 hours after death, 


sician and completely filled in by the funer: 
ove carbon papers. Pages | and 2 s! 


Then plea 


be filed with the State Dept. of Health prior to burial, cremation, or removal, an: 


death. Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin: 


VR AIS (4), 
20M S-63 


> 
x 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12140 CERTIFICATE OF DEATH 1614 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased liv: 3 


, If Institution: Residence belore edmission) 
e. COUNTY 


2, STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neeres! town) 
write RURAL end give nesrest town) , 
Westminster 18 yrs X Rural, Westminster 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospiiel, give sireal address) ] 4: STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 
Carroll County Gene al Hospital 266 ala So Road ves [NOX] 
'3. NAME OF First Middle go: Test ~ Month Dey “Veer 
DECEASED 
eae DENNIS GREEN PEATE October 14 19 64 
5. SEX "| 6 COLOR OR RACE) 7, aRRiED [-] NEVER MARRIED [| & ATE OF sieTH 9. AGE (In yeors /IF UNDER 1 YEAR| IF UNDER 24 HRS, 
mal whit last birthdey) |"Months| Deys | Hours ] Min. 
ale e wioowen fX]_—vivorceo(]| March 26, 1870 94 yn. 


TI. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Reese, Carroll County,Md.U.S.A. 


done during most of working life, even if retired) 
retired farmer and ca 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

Isaac Green, Jr. Nancy Leppo 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY gi INFORMANT - Address - 


(Yes, no, or unkown) | (Ifyesgivewer ordetesotservice) 
rs. Guy A. Myers sane 


INTERVAL BETWEEN 
ry Wa Ve *Sacsbael AND DEAT! 


Wa, USUAL OCCUPATION (Give kind of work a KIND OF BUSINESS OR INDUSTRY 


‘penter 


“18. CAUSE OF DEATH [Enter only one cause per line 
PART |. DEATH WAS CAUSED BY: Z 


IMMEDIATE CAUSE (3) 


J DUE TO 
Condilions, if eny, which {b) 
eve rise to immediete cause "I 
{e), steting the underlying 
couse lest. oo — te) 


Hour a.m. foctory, street, office bldg., ete.) | 


p.m. 


Whil Not Whil 
oft (al petroretea al 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 9. WAS AUTOPSY 
9 PERFORMED? 
3 ves [] NO 

% | 200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Ent f Injury in Pert | or Pert Il of item 1B.) yo 

F | Be cONTMBLTING £] CAUSE OF DEATH URY ©: (Enter nature of Injury in Pert I or Pert Il of item 

G UF EITHER, NOTIFY MEDICAL EXAMINER) 

x 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, ; 20f. (City ortown)—~—~—~—«(County) ~[Stete) 
8 

= 


19 at work 


. | certify that Y) (this hospital) a 


99 ded the deceased from. 


A TK hat (1) (we) fas 
13.19b ee 


from the causes and on the’ date stated above. 


STAFF 22 CGNED 
ATTENDING MED. ! 
PHYS, i Director [_] PHYS. [] /o- /¢-b / 

22d. ADDRES a " ee 
IAL, CREMATION, | 23. DATE THEREOF 23e, NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town or county) SSCS 


SeMOVAL (Specity) 


burial 10/17/64 Pleasant Grave Cemetery| Finksburg, RD , Maryland _ 


ce Prop WihIezecwe " ' a “OCT 16 O64 for a pied 


FOR STATE 
HEALTH D 
ees 
3 Fy 
g52 £8 
w a5 
S00 Se 
@: & £2 
na £5 
zB, 28 
ae =f 
=F F=e=4 
2— Se 
So n= 
3 ~ 
“2 #3 


TO DEPUTY . This certificate should be executed wi 


ithin 24 hours after death. tf any delay 


in pencil in ttem 18. Give 


2 


please execute the certificate, 


director. 


VR ASME &X 


, writing the word ate J 
Page 4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. 


retained for your files. 
TO FUNERAL DIRECTOR: Pag 


e 3 should be used as a burial-transit permit. File pi 
, prior to burial, cremation, or removal, and i 


of Health or its designated agent, 


3500 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


4z MEDICAL EXAMINER’S CERTIFICATE OF DEATH | 64 15 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before atimisslon) 


a. COUNTY 
a, STATE b. COUNTY 
= ARK. OAL MARYLAND ¢ TARY CA = 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b |) c. CITY OR TOWN ( tside corporate ilmits, write RURAL end give nearest town) 


write RURAL and give nearest town 


Wis: VAR y Ale 
- NAME OF ae OR INSTITUTION iam In hospital, give is address) & Ee ADDRESS = Auk e. TS RESIDENCE 
LEWWING S PENNINWES. ves 4 nol] 


3. NAME OF First Middle }. DATE Month Day Year 


Last 4 
tintin Hopper Tsay cere yoop | tan cy 3 neg 


5. SEX 6. COLOR OR RACE | 7. MARRIED ES MARRIED [~] | 8 DATE OF BIRTH 8.“AGE (In yeors [if UNDER VEAR IF UNDER 24 HRS, 
WwW as lay) "Months | Days | Hours | Min. 
y wiboweD [7] pivorceD {_] 2 36,19 6/ ye. 
TOb. KIND OF BUSINESS OR | 11. BIRTHPLACE (Stete or forelkn country) 12. GIFIZEN OF WHAT 


10a. USUAL OCCUPATION (Give kind of work done 
Ow, DIARY LL WD 
13. FATHER’S NAME 


during most of Pi. life, even If retired) 
14. MOTHER'S MAIDEN NAME 


ALFRED EN Woo) FRE WEALD 


15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address Mb 
(Yes, no, or unkown) | (If yes give war or dates of service) ' 
VI F4-6 LBv/05, oO 


} MEW WINDSOR _ 
18. CAUSE OF DEATH [Enter only one cause pj ts °: Ee ua 
(—z. ny) 


PART |. DEATH WAS CAUSED BY: 
~ (SYt9 
VENINPART1(e) |19. WAS ABTOPSY 


Ine for (a), (b), and (¢).3 
IMMEDIATE CAUSE (a) 


4 
4 / x DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 


Pa 


ei 
NOTRELATED 


<2 


factory, street, office bldg., etc.) 


Pe oe 19 lat worw Dat work CJ 
21. | certify that | took charge of the remains described above, held an Autopsy [_], Inspection [XJ, Inquiry [], and In my opinion 
death resulted from: — Natural causes Accident [_], Suicide [], Homicide [_], Undetermined manner [_] 

CHIEF MEDICAL EXAMINER [_] 


Ales 4 
& | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT! ‘OTHE TERMINAL 

5 PERFORMED? 
a yes [7] NO 
= | 20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury In Part 1 or Part II of em 18.) 

& | PRIMARY [) or CONTRIBUTING C] 

$3 | CAUSE OF DEATH. 

= | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm.) 20f. (City or town) (County) (State) 
8 

= 


Stenaturi 1p, ASSISTANT MEDICAL EXAMINER [—] 22. DATE SIGNED 
EXAMINER'S pera WAC Ae, a", 
, ee 7 4 

NAME (Type) GLENN SP, EL HE: Va Address ( i 

23a. apis oe) | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 

Be . i 
PYRAL” \Ocr 2- 4 CREW Wo aD MMW Nesck poppe Mb 
24. FUNERAL DIRECTOR 0 é [te REEW W 25a. REC'D BY REGI 25b. REGISTRARS SIGNATURE 


iN nnle Ler, Jur Wipicloer) Tapgcl 6 1964 0Corbic Quage 


=k 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


TO HOSPITAL q ATTENDING PHYSICIAN: The law requires that the death certificate be executed within * hours after death. 


VR A1S5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


6 12142 , CERTIFICATE OF DEATH H 
Pee) ; inion 
es 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Restdence before admission) 
r=] al a. CDUNTY a, STATE b, CDUNTY 7 
£2 Carro}) MARYLAND ary lang a coarate Tate Water aa honey 
ad gs b. CITY DR TOWN (if outside corporate limits, c, LENGTH Df STAY IN 1b || ¢. CITY DR™TDWN (if outside corporate limits, write ‘and glve nearest town) 
B Oe write RURAL and give nearest town) > 
on Sykesville 0: llmos,.2hdys. Baltimore 5Y 
een d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) ||"d. STREET ADDRESS 0. Ts RESIDENCE 
2am 1 * 
Ege Springfield State Hospital None yes() nob 
s= 3. NAME OF First Middle Last 4. DATE Month Day Year 
ae DECEASED DE 
SE (Type or print) ALBERT _(NMN) HAWN DEATH 0 19 
eo. 5. SEX 6. CDLDR OR RACE |7, MARRIED [~] NEVER MARRIED [aq] | & DATE DF BIRTH 9. AGE (in years TF UNDER 1 YEAR |IF UNDER 24 HRS. 
ne last birthday) (Months | Days | Hours | Min. 
i verve 2 63? | 
Ee Male White wipbwep [7] DivorceD[]| ?=?=190; 37 yrs. 
el 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND DF BUSINESS DR IL BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN DF WHAT 
2 during most of working life, even If retired) INDUSTRY COUNTRY? 
Laborer Michigan * 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Unk. Unk. 
t 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SDCIALSECURITYND. | 17, INFDRMANT ‘Address 
13 (Yes, no, or unkown} | (If yes give war or dates of service) 
5 No Unk. Records, SpringfieldState Hospi a 
a 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ra PART |. DEATH WAS CAUSED BY: 2 it al 
5 ee §, IMMEDIATE CAUSE (2) Bronchopneumonia - Haya | 
Bal DUE 1D 
Conditions, If any, which 0). Years: =~ 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. Vid Ato 


of Health prior to burial, cremation, or ret 


FS PART II. DTHER SIGNIFICANT CONDITIDNSCONTRIBUTING TO DEATH BUT NDT RELATED TO THE TERMINAL DISEASE CDNDITIDNGIVEN IN PART 1(e) 19. ped ie 
£ 7 So ee 
O\8 Schizophrenic reaction, catatonic type. Pulmonary tuberculosis, ves] NO Gd 
= iuaceiyey ‘uber: 
= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY DCCURRED. (Enter nature of Injury In Part t or Part If of Trem 18.) 
& | DR CDNTRIBUTING [] CAUSE DF Di 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home,farm,| 20f. (Clty or town) (County) (State) 
r= Hour a.m. while Not Whit factory, street, office bldg., etc.) 
w “ le 
= p.m. 19 at work] at work oO 


21. | certify that (I) (this hospital) attended the deceased from. 8. ‘0 _LO= , 19___, that (I) (we) last 
saw the deceased alive pn__10~29-6), _19 , and that death occurred 3urTS; Toy om the causes and on the date stated above. 
22a. TORE 2ab, DATE SIGNED 
A a, C Grorefes. us, BRO" C1_binteron 1 ive nm 10-29-6) 
22c.—PHYGICIAN'S ee an os 


NAME {lype) 224, AOORESS Springfield State Hospital 


— 


Agustin del Campo, M. D. 


23a. ann peepeciyn 23b. DATE re 23c. NAME OF CEMETERY OR CREMATORY 23d. LDCATION (City, town or county) (State) 
pecify) j 
“cheno lor 3G $ ¥ ef weed. We-ct & Bo AMEE Mie 
24. FUNERAL DIRECTDR DDRESS 25a. REC'D BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 


DATE (Chiarlog pe ee 


director, page 3 should be detached for use as the burl 


should be filed with the State Dept. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


MARYLAND STATE DEPARTMENT OF HEALTE 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH N 


] L2dha, i 
33 1 Fined 2. USUAL RESIDENCE (Whore deceased lived, If Institution: Residence before edmission) 
2a e. COUNTY e. STATE b, COUNTY 
gNg _» ‘Canrol1. MARYLAND Md. Baltoe 
28 b. CITY OR TOWN [if outside corporata limits, |) ©. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
Fas jte RURAL and give naarest town) 
258 WeStminster Reisters town , 
Baa. d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) ~ d, STREET ADDRESS 7 = ~~ IS RESIDENCE 
eu 
bates. Carroll County General Hospital Cockeysmill | Road 
+ 5m First “Middle [eer ia DATE Month 
3 Sn : 
e ae (Type or print) Howard Oscar Hitchcock Beara O¢tober 13, 19 64 
%°§s 5, SEX 6. COLOR OR RACE/7. MARRIED [~] NEVER MARRIEDIC] | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDERT YE YEAR| IF UNDER 24 HRS, 
Pe ES Oo h ts] # bithday) |“Months) Days | Hours | Min. 
ao Male White | woowa[]  ovorceo[]| Auge26, 1897 67 ee aes oe ie 
eg We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | li, BIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
oo done during most of working ven if retired) 
s2 Retired Nurse | Balto. Co. Md. USA 
@ “si 13, FATHER'S NAME =k 14. MOTHER'S MAIDEN NAME «* co ee 
ie : : 
2 Henry Slicer Hitchcock Annie I. Little 
§— os WAS Bee 33 ps IN U.S. Bere Hee sii 16, SOCIAL SECURITY NO.| 17. INFORMANT i. Address a 
23 es, no, or unkown) | (Ifyes givewarordetes ofservice! 
tS ° 212-32-8529 |Mrs. Sarah L. Breeden Reisterstown, Md. 


18. CAUSE OF DEATH [Enter only one couse p 


PART J, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a)___ 


DUE TO 
(b}__ 
DUE TO 
(c) 


Conditions, if any, which 
geve rise to immediete couse 
(0), steting the un 
cause last, 


e for Te). {b), end (Ss 


ph ee Pasian 


INTERVAL BETWEEN 
ONSET AND DEATH 


2. E certify that (I) (this hospital) att 


saw the deceased alive on...... 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
3 Une 

S$ — | ves mi no > 
= |20e, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (F EITHER, NOTIFY MEDICAL EXAMINER) 

= ae 

& [20e. TIME OF INJURY “Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 208. (City or town) (County) {Stete) 

FA Mac” wire: While __ Not While factory, street, office bidg., ete.) | 

: ey 19 ‘et work [_] at work ' 


9%. oy 194%, that (1) (we) last 


anded the deceased from... 
ADRS, and that death occurred af FO™. from the « causes oe on the date stated above. 


slater 


220, SIGN. RE 


22b, DATE 
SIGNED 


director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or rem 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


( ey ae M.D. PHYS. BT DIRECTOR (mil ie, Gi 1° (e2/ee/ 
‘22e. P PHYSIG 22d. Al ES; 
/ mates On Ss. AdasHey, Md. ay err aa ae a 

23. BORA Gane 23b. DATE THEREOF 23c: NAME OF CEMETERY OR CREMATORY < LOCATION (City, town oF county) t (Stote) 
REMO’ ecit 
Burial. Oct.17, 6h Druid Ridge Cemeter Pik Md. 

24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e. REC’D BY REGISTRAR \ yaa SIGNATURE 

YR AIS (4) J. F. Eline & Sons Reisterstown, Md. mOCT 19 1064 7b nkeg 


20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 21 4 4 to pte nl OF DEATH 
1. PLACE OF DEATH F - 2. USUAL RESIDENCE (Where deceased lived, If inslilulion: maididd Soa 


Mrs, Catherine Stultz, Taneytown, Md. 


No | 212-32=4757 


18. CAUSE OF DEATH [Enter only one cause parJemjor (0), (b), and (e).] ~) INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY 
IMMEDIATE CAUSE (o)__ Lil, Bike wecidhiee key A 


} DUE TO 
Conditions, if eny, whch 2 LL La Ce Mee 


geve rise to immediete couse 
(e}, steting the underlying DUETO 
couse lest, (e) 


g 
. COUNTY e. STATE b. COUNTY 

$ ‘en Carroll 7 ‘ MARYLAND _ Maryland f Carroll 
2 2 b, CITY OR TOWN (if outside corporate timits, | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 

* 5 write gietlea and give “a town) 

S leo New sor Rural New Windsor 

£ 3 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) irr d. STREET ADDRESS @. tS RESIDENCE 
cs 2 ON A FARM? 
3 = RFD # 1 ae RFD # 1 ves [1] No Bx] 
3 5 En WARE oF First “Mi oem ares DATE “Day Veer 
5 : ei 

g BA {Type or print Joseph Amos Hofe DEATH lara 26 194, 

2 S 5. SEX «6, COLOR OR RACE] 7. apeicD Never Marniep [-] | 8. DATE OF BIRTH : 9. AGE (In yoors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
8 Be wi ee Months] Deys | Hours Min, 
° (8 Male White winowed fe] __oivorceo [| December 29, 1889 Eaee TS 

§ 5 TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stofe, or foreign at 12, CITIZEN OF WHAT COUNTRY? 
£5 done during most of working life, even if retired) 

5 Farmer | | _ Own Farm Mpunt Rock, Penna. U.S.A. 

ies 13. FATHER'S NAME 4 "| 14. MOTHER'S MAIDEN NAME os — 
3 Henry Hofe Susan Catherine Weaver 

v0 ities - = - —_ 

o 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 

= (Yes, no, or unkown) | (lfyesgivewarordetes of service) 

o 

= 

“ 

£ 

3 

com 

2: 

= 

a 

o 

= 

= 


e has been signed by the attending physi 


page 3 should be detached for use as the burial-transit permit. Then please remove ¢ 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evedt, within J2 hours after death. 


or attending physi 


19. WAS AUTOPSY 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i 
r 2 t= - ~<a RFORMED? 
Ale 
is x x C | Yes ( no & 
= 200. ACCIDENT WAS UNDERLYING (] 20b, DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in Pert t or Pert fl of item 1B.) 
& [OR CONTRIBUTING [] CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 2c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, > | 20%. (City or town) (County) {Stete) 
3 per ey While __Not While fectory, street, office bldg., ate.) | 
¥ 19 ot work [_] at work [_] { 


21. 1 certify that (I) (this hospital) age y 8 a from. 77 that (1) (we) last 


- Seine Rakes. ef to. § 
saw the deceased alive on... 19. ~, and that death occurred Fz ce ihe causes fae on the date stated above. 
22b. DATE 


ATTENDING, MED. STAFF 
PHYS. pirector [-] PHYs. [] 


ADDRESS A CZ ip? eos 


73d, LOCATION (City, town or county) {Stete) 
Taneytown, Maryland 
25e. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE . 


MCT 2.9 1968 2° be | 


death. Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificat 


director, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


230. OVAL ignovat Goeth) 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 
REMO' pecify) 
| 10/28/64 Lutheran Cemetery 


4 FUNERAL pea 'S SIGNATURE J fk SS 
E Eve) 1, is Re 


C.0. Fuss & Jon Taneytown, Maryland 


VR AIS (4) 
20M 5-63 


| 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE Zt MEDICAL EXAMINER’S CERTIFICATE OF DEATH 16] 19 
HEALTH 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence betore admission) 
Gey a, STATE b. COUNTY 

sae MARYLAND Marv] and Carroll 
ees i ‘OWN (If outside corporate limits, | ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give neerast town) 
32> Es write RURAL and give nearest town) 
838 
8 a5 —RFD, _- Woodbine, Md. - 
220 32 E adhe HOSPITAL OR INSTITOTION (if not In hospltal, glve street address) || d, STREET ADDRESS @. 1S RESIDENCE 

A 

me Le \ ON A FARM? 

me 8S X 1 Court. Ashley's Trailer Court ves] Nod 
SE. %2 AME, Di First Middle Lest 4. DATE Month Day _Yeer 
22 Sf Pape ar erin DEATH 8 6 
5a = Sab ls HUNTER 10 18 19 64 
sje #£ 5. SEX 6. COLOR OR RACE | 7. maRRiED [-] NEVER MARRIED SE] | & DATE OF BIRTH 3. AGE (In yeers | IF UNDER 1 YEAR |IFUNDER 24 HRS. 
ai gs 22 ‘ last birthdey) Pisa oe: 
Ear uF emale White wiboweD [] DIVORCED {_] 9-22-1926 2 ys. 
acs 2s 10a. USUAL OCCUPATION (Give kind of work done] 10D. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
2S o> during most of working life, even If retired) INDUSTRY COUNTRY? 
se Ea 
25m 7 T housework Arizona oSeAe 
Ss af 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
esa & 
SEs oF not known not known 
=== 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
Neo ie (Yes, no, or unkown) | (If yes give war or dates of service) 
=2oy Es no == none Loraine B. Cole Jr. same as # 2 * 
= Pes s — 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), end (c).1 INTERVAL BETWEEN 
ee 6 PART I. DEATH WAS CAUSED BY: i ONSET AND DEATH 
2.5 3s gis IMMEDIATE CAUSE (2) ___Arterd osclerotic cardiovascular _disease———_ 
8235 Ss TAA] DUE TO 
e235 =e Conditions, If eny, which () 
Sa2 fee gave rise to Immediate 
ao aa cause (a), stating the DUE TO 
Bee oe underlying cause last. {c) - 
azo 8S & | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) |19. WAS AUTOPSY 
fe2 39 4 Ie 
SS= Ye ols yes (kX) No [] 
ss) pe ca = Pati (CONTRIBUTING g 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert I or Part Il of Item 18.) 
82g 25 & | cause oF DeaTH 
“es 8 ° P 
= ge = | 0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home,ferm,| 207. (City or town) (County) State) 
ees o® 2 Hour a.m. amiga — tee eins fectory, street, office bldg,, etc.) 
Zee ev 3 p.m. 19 et work_1 at work [J 
=r S “1 Fy me 
Etr <8 21. I certify that | took charge of the remains described above, held an Autopsy Inspection [_], Inquiry [_], and In my opinion 

os4.8 Y gi 
Fi e22 ee death resulted from: Natural causes [3J, Accident [_], Suicide [], Homlclde [_], Undetermined manner [_] 

e- sBe : CHIEF MEDICAL EXAMINER 

2oSee ACTUAL fo 22. DATE SIGNED 
Ae sianatune___7 Casal Ss Vl vt mp, ASSISTANT MEDICAL EXAMINER ["] 
Zeesac exit DEPUTY MEDICAL EXAMINER [_] 10-19-61; 

; = ER'S 
3 ossag 2 NAME (Type) RU Address (Street, city, town, or county) a. 
SSSe Sx [230 matt ee 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} (Stete) 
eet UAPRL” | 10-24-1964! St, Michaels 
i . = BO rach HARE — 
24. eae Rese * ADDRESS 258. REC'D BY REGISTRAR] 25. REGISTRAR'S SI 
vR AISME -M.Waltz, Box 241,Sykesville,Md. Glial 
35D0 4-64 oT. 26 1964 x = 


1 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


" 
FOR STATE 12146 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 16124 
HEALTH DEP: 1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased ne If institution: able before a 
a. LA TATE, 
=. } Eo MARYLAND MALY AN) 
ess = y b. CITY OR TOWN “A AE corporate limits, ¢, LENGTH OF STAY IN 1b || c. C IN (if Outside Corporate limits, write RU! ‘and give nearest town) 
gse E rite RURAL and give nearest town) =e ER KS s 
See Se NEW W/N PSO Anke WIN psok 
eo. se . d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, EZ street address) || d. ST cm IS RESIDENCE 
of hg 
ame #8 x RYU RAL VURAL ves] no) 
Se . “2 3. eres a Ficst , Middio ee Last 4. ee Month Day Year 
>"2 20 = 
Eve =8 (Type oF print) > NIA Ad kKSoN DEATH 9byY 
sg =F at We eae COLOR OR gy ao NEVER MARRIED [] | 8 =f BIRTH Cy e; ars fare [IF UNDER 14 EAR|IF UNDER 24HRS. 
25° == Months | Days | Hours | Min. 
eae ae WIDOWED [XL DivorceD {_] EB {f= / 4% 
Sts PE 10a. 2 ae 10b, KIND OF BUSINESS OR IRTHPLACE (State or zig ie T2. CITIZEN OF WHAT 
2s 8 duging most of working life, even If retired) JUSTRY COUNTR' 
255 ~e~ | Da OME MARY AA IND es 
Sos gal 1” FATHER’S NA ER’S MAIDEN NAME 
Zen S5- LLM Mii BER AN NAH AEW/S 
Bem “SE. H yi i=. 
=£o0 3 
== #5 ASD. U-S-ARMED FORCES? | 16. 24 om 17. INFORMANT Address 
Ns = We. no, pr unkown) | (ifyes glve war or dates of service) y 
Bei. ae 
fsg 22 “M6 a 
= ie 4 o 8 18. CAUSE OF DEATH [Enter only one cause 
Lat "pata 3 PART |. DEATH WAS CAUSED BY: toler Lec teal, 
225 #5 | IMMEDIATE CAUSE (2) ow 
825 £5 of x DUE TO ‘ cf ee 
Ses ws Conditions, If any, which 0) = S 
S22 355 gavo rise to Immediate { 
=z as cause (a), stating the 
BES en underlying cause last. (©). ( 0 
2eg Bg & | PARTI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(8) WAS AUTOPSY 
Sel of e 
Ss= 35 & ves] No i" 
= woe Ss & | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 4 
S=S2 ss & | PRIMARY (1 or CONTRIBUTING [) 
see 3s £1 | CAUSE OF DEATH. 
= = 2¢ = |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm,| 20f. (City or town) (County) (State) 
3 oS S b 
aEe m® Ss Hour a.m. while Not While factory, street, office bidg., etc.) 
Ses sy = .M, 19 at work] at work [J 
=tz & 8 21. U certify that | took charge of the remains described above, held an Autopsy [_], Inspection XJ, Inquiry [_], and in my opinion 
8365 a: 
oe ar death resulted from: _ Natural causes <0 Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 
ESSE Be ay {/ rf CHIEF MEDICAL EXAMINER [7] 
ae 2 ACTUAL AT 
23 2S == Reruns LAM LO A es VILE 2 ¢ beLA Af, ASSISTANT MEDICAL EXAMINER [_] 8 Sey 
oa5 1,90 O 1 EXAMINER 
Eeseee | lame Wi Gienw Gp Chie 
PoeS®ua y ype) ANA js 
Sees os #89. BURIAL, CREMATION, 23D. , DATE Ly Wi POLI “OF WE. OR ry oe “city, town 7% x (St 7 
east os p ay aclty} 3/ bh Pith ¥, 
4. EUNERAL/DIRECTOR ME OLI B 4 BFGISTRAR’S § UNT, 
7, 


VR A1SME 
3500 4-64 


‘he fal 2 


LF AA: sai WV, 


Wh 


oh 


ician and completely filled in by the funeral 


| or attending physician. 
ficate has been signed by the attending ph 


director, page 3 should be detached for use as the burial-transit permit. TI 


Page 4 may be retained by the hos 
TO FUNERAL DIRECTOR: After this certi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 3 hours after death. \ 


15M 4-64 


Pages 1 a 


se remove carbon papers. 
Bid in any event, within 72 hours aft 


er di 


« 


d with the State Dept. of Health prior to burial, cremation, or rempva 


should be file 
— 


VR A1S oy 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


121 42 ; CERTIFICATE OF DEATH | G1 24 
. ee nb DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before gtimIsston) 
a. STATE b. COUNTY 
Carroll MARYLAND Maryland Anne—frundel ff 
b. CITY DR MIT (if outside corporate limits, . LENCTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
wae ural pay nearest town) 8 
1 mo. 18 de Baltimore AA 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS cy aes 'g 
Springfield State 8352 Ridgely Oak Rd., 34 eet] Bu 
3. pat First Middle Last 4. eee Month Day Year 
(Type or print) Agnes Veronica Helms Jacobs —_ October 16 1964 
5. SEX 6. COLOR DR RACE | 7, MaRRIED JA] NEVER MARRIED [_] | ® OF aay gp TFUNDER 1 YEAR|IF UNDER 24 HRS, 
Months | Days | Hours | Min. 
Fe White | wivoweo[-] —_oiorceo] oo F 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Il. BIRTHPLACE (County & State, or einer cate 12. CITIZEN OF WHAT 
during Wau bt Psy owite fe, even If retired) INDUSTRY COUNTRY? 
Maryland wOods 
13. tha « 3 au 14, MOTHER’S MAIDEN NAME 
Thomas Helms Rose Gary 
en hae oars tan 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
‘yes gr wr dates of service: 
ito | Hospital Record 
18. CAUSE DF DEATH [Enter only one cause per line for esiig: < and (c).. 7 7 INTERVAL BETWEEN 
ONSET AND DEATH 
PART 1, DEATH WAS CAUSED BY: 4 
RE) fend Te wi Lee 22, 
mC DUE TO A ‘ 
~/ Ope 4 oe 
Conditions, If any, which ) CO ttwaat-yed G E646 ¢ you Eo Undet. 
gave rise to Immediate Bueao os 
cause (a), stating the =). 5 4 4 j0aag 
underlying cause last. (c) ae & ar ¢ a ee Es 
3 PART Il. OTHER SICNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)  |19. Boy edicts se 
eS a | a 
3S YES Tl No XX} 
£ 
= | 20a. ACCIDENT WAS UNDERLYING 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
| | DR CONTRIBUTING [) CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
= Hour a.m. factory, street, office bldg., etc.) 
§ Walle, (Nat While 
= p.m. 19 at work L] at work i) 


21. | certify that (I) (this hospital) attended the deceased from: 19____, that (I) (we) last 
saw the deceased alive m 10/6 18 bh, and that death occurred at3:2.O'7pamfrom the causes and pn the date stated above. 
22a. SIGNATURE 2b. DATE SIGNED 


2 . TAFF 
fajor bec. <2 ya SRO Boe DO RYE gpl/o-7e— ed 
22c, aM & 22d. ADDRESS 
") Re Ge Lejonchere, M.D. Springfield State Hosp. 
23a. Sg ee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY \- LOCATION (City, town or county) (State) 
pecl A 
19-196 New Cathedral Cemetery Baltimore, Maryland 


24. ADDRESS 5a. REC'D BY REGISTRAR | 25b. RECISTRAR’S SIGNATURE 


ace” i001 Ritchie Hi | OCT 21 gel 


Goi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


YR AIS (4), 
20M 5-63 


ce 
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rd 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12148 CERTIFICATE OF DEATH 16122 


o 
2 . PLACE OF DEATH 2, USUAL RESIDENCE (Whare dacaased livad, It Institution: Rasidance before admission) 
2 BGs a) 2, STATE b, COUNTY 
gn MARYLAND Maryland Carroll 
Se) b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporata limits, write RURAL and give town) 
Be writa RURAL and giva nearast town) 
=o Sykesville A Sykesville_ ~, 
73: es d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) iT d, STREET ADDRESS e. IS rates $ 
=e ON A FARM 
210 Obrecht Rd, ; _210 Obrecht Rd. | ves [] No{ 
3. NAME OF “First Middie 7 DATE Month Dey ‘Year 


DECEASED 


Last 
(Type or print) Ame ie. CL. Ee Vohugou DEATH Cer 77, 19 YH 
9, AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS, 


5, SK 6. COLOR OR RACE) 7. waRRicODfé] NEVER MARRIED [7 | & DATE OF BIRTH 
ast birthday) |"Months| Days | Hours | Min. 
wioowe [] ovorclo []| Aug. 22, 1885 yrs. 
12, CITIZEN OF WHA} COUNTRY? 
ZA 
Sx 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & Stata, or foreign country) 


10a, USUAL OCCUPATION (Give kind ot work 
dona during most of working life, avan if ratirad) 

Howard County, Md. 
14. MOTHER'S MAIDEN NAME 


Nurse 
Elizabeth Dempsey 


se remove carbon papers. 
in any event, within 72 hours after death. 


13. FATHER'SNAME as. 


Charles Edward Hall 


ding physician and completely fi 


5 


1S, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ; Address 
(Yes, no, or unkown) | (Ifyasgivawarordatesofsarvica) 
No 217-03-5765 Mrs Sadie Gosnell, Item 2 f5 
18. CAUSE OF DEATH [Entar only ona causa per lina tor (a), {b), and (c).] — . = a? | INTERVAL BETWEEN 


PART I. DEATH WAS ee eee ey A Cll Le btten Le. 2, ee bees te DEATH 
Conditions, if eae which “aes © denies tenth an ei Cha OD. . | 10 Y> 


gave risa to immadiata cause 


seloa! Sas unteiash (Saas A? ZL bselitrg, |/2 
gies» 


{e) 


€ 
2 
6 
2 
e3 
> 
a 
3 
® 
(3 
a 
3 
€ 
i 
« 
o 
as 
= 
o 


3 PART Il, OTHER SIGNIFICANT COMDITIONS INTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ya)| 19, WAS eee 
4 PERFORMED: 
< Ye ree ves [] No 

= 208. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ot Part Il of tam 1B.) - % 
& OP CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

ma 

Ss 20c. TIME OF INJURY Month, Day, Yaar 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Home, farm, ; 20f. (City or town) {County) (State) 
S Heures S3a While __ Not Whila factory, straat, offica bldg., atc.) | 

3 iia 9 at work [_] at work [_] { 


21. | certify that (I) @his-hosptrat) attended the deceased from. : 2. 
y.... and that death occurred abs M, from the causes and on the date stated above. 


saw the deceased alive on... a 5 
al oP en t ATTENDING STAFF ae sone 
ual oinecror [J env, COCLUF.: by 


re Ua ae Yau ee ¢ Dhku fina “42 c Pyke GLY (Le, ted - 


23a, BURIAL, CREMATION, 
REMOVAL (Specify) 


Burial Ost 215 Poplar Springs Meth, Poplar Springs, Mde 


Be  giaaeticles TURE, ‘ADDRESS 25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S, SIGNATUI 
CO lesan Tr Damascus, Md. wT 23 rei / pial Ae te 


23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or eat (Stete} 


director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or remo: 


TO FUNERAL DIRECTOR: Atfter this certi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within > hours after death. © 
Page 4 may be retained by the hospital or attending physician. 


15M 


ook 


VR AIS (4) ‘\ 
4-64 
N 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, TOTS 


4 % CERTIFICATE OF DEATH 
seg 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before so gs 
c—aiibed ee “Ca: TY } e. is b. COUNTY 
238 arrol MARYLANO ryland Baltimore City 
me he b. CITY OR TOWN (if outside cor, priate limits, c, LENGTH OF STAY IN 1b || c. CITY OR Tt (If outside corporate limits, write RURAL end give néarest town) 
Bee write RURAL and give nearest town) 
£3 Sykesville 10mos.27dys. Baltimore 
win d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d, STREET ADORESS a aay 
=o % 
ess Springfield State Hospital 171 Maison Avenue yes] nofd 
2s: 3. Ae First Middle Last 4. DATE Month Day Year 
2 
ese (Type or print) JAMES HENRY LEWIS DEATH October 15 19 6h 
Seek by SEK: 6. COLOR OR RACE | 7, MARRIED [3g NEVER MARRIED[_]| & DATE OF BIRTH 3. AGE hres pee i (lic = 
2 ays rs |. 
Eee Male Negro wipoweo [7] oivorceo[]| 8=3~1898 66 a | 
e = 10a USUAL OCCUPATION (Give kind of workdone] 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S85 during most of working life, even If retired) INDUSTRY COUNTRY? 
23 Retired mechanic Maryland U.S.A. 
<2 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
pe Harry lewis Betty Rheubottom 
By 15. WAS OECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
2e (Yes, no, or unkown) | (If yes pive war or dates of service) c 
8 Yes W.W.I 220-14-1615 | Records, Springfield State Hospital 
s, 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).1 eval ae a 
Es, PART |. OEATH WAS CAUSED BY: Bi] ateral nfl t hi 1 a 
re IMMEDIATE CAUSE (a) Bilateral confluent bronchopneumonia |_Days 
S / 
£4, 4 DUE TO 
Conditions, If any, which (b) 


gave rise to Immediate 
ceuse (a), stating the ( DUE TO 
underlying cause last, (). 


as 
c= 
a2 
£8 & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
ee & nic brain syndrome associated with cerebral arteriosclerosis, with ves Bel NO ia 
Sy S 
bas = | Boa."Acc IDENT WAS UNDERLYING 20D.” DESCRIBE HOW INJURY OCCURRED. (Entet naturé'ot Injury In Part T or Part TA ie) ‘ 
ty & | OR CONTRIBUTING [) CAUSE OF DEATH 
oe © | (IF EITHER, NOTH EDICAL EXAMINER) 
£2 z 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Fah = Hour a factory, street, office bldg., etc.) 
is 8 ur a.m. while Not While 
£3 = p.m. 19 at work at work 
2S 21. | certify that (I) (this hospital) attended, the deceased from_11=18-63 _, Pipette oash 19___, that (1) (we) last 
ee Ab the deceased ative o. re and that death occurred a from the causes and on the date stated above. 
ra ara pear W/, 7 G. 22. DATE SIGNED 
= ATTENDING MED. 
a & ADL, 7 Ge VLE Ve > Mo. PHYS. CI Laue oF Pe Be aL _10-16-6 
z> 22c. PYYSICIAN’S 22d. ADDRESS pringfi Leis oe Hospita 

SS. [AME 
E s epee 8) Rag eatin tel. Camg/M. D. | Sykesville, Meevland 
ae BORIAL, CREMATION, Aye 23c, NAME 9 PAREMATORY g 

R 

e- REMOVAL “(S| (Spegtry) Wy 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


‘VR AlS5 (4) if 
15M 4-64 


The law requires that the death certificate be executed within ° hours after death. 


or attending physician. 
ficate has been signed by the attending phys! 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH I 
16124 
es 1, PLACE ‘ait DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: iaiee hefore Ca 
B55 a. COUNTY, . é b. COU L lo 
ee) (FEad as MARYLAND he Vile CM. 
= ga b. oe pia (lf outside c spores limits, ” 1 he F STAY IN 1b || c, CITY OR TOWN (Ifoutside corporate limits, write RURAL and give nearest town) 
Bee rite PPR CF Ci é 
=. “LL4 LCe Lect tee class CLO ; 
3 25 d. NAME OF HOSPITAL OR INSTITUTION (If not in ae give stréét address) || d. STREET APDR cs 1S RESIDENCE 
Sa"/?7 q 
= Be OS awa ll LO Neck HaeflaXk Let woh 
S85 3. NAME, pt 7 — Middle 7 ] i DATE eee h se 
ry 
as2 (ype or print) H. fv rae ir P DEATH Gi 
s 
Be = 5. SEX 6. COLOR OR RACE | 7, MarRIED [~] NEVER MARRIED[]| 8 DATE OF =? 3. AGE or yeas aie afOR rnc 
a mn Is 
Bee Cy wipowen PX] pivorcen{-] | e Ips. | = | 
s ot 40a: grist easing ey oven tres) Bb. KIND rag) BUSINESS OR fy = (951 Keech y 12. cue we WHAT 
L even If retires 
S82 1H IN 
ADs i 


[WNehi aes CALLEN ie ack 
ATHE OTHER’ Ae aa Wi 
ai |" "Ore ate e 
WAS DECEASED EVER IN U.S. ARMED FOROEST | 16. SOCIAL SECURITY NG. ) INFORMANT ; Sis i 
es, no, or unkown) V; as $0 my (4-2: + ikea / Ree LE Wd y 


18. CAUSE OF DEATH [Enter only one cause en (7-# for (a), (b), and (c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: Cone eh bevrerrtigt ONSET AND DEATH 
IMMEDIATE CAUSE (e) 


— x DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


transit permit. Then 


of Health prior to burial, cremation, or removal 


a 
© 
3 
= 
% Paavad 
ee & | PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) 19. Was AUTOPSY 
8 & = 3 ie j =) Scat 
= s ALE each yes[] NO [= 
== = 208; ACCIDENT Was UNDERLYING] [ 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part ( or Part II of Item 18.) 
> 
82a s (IF EITHER, NOTIFY MEDICAL EXAMINER) 
283 z 20¢, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
PZ 5 Hour a.m. while rset while factory, street, office bldg., etc.) 
£838 = 19 at work{_] at work ‘a 
aS 2g 21.1 certify that (1) (this hospital) attended the era fr Pie 1 28 to. , 196 ¥_, that (1) (we) last 
= 
e2s saw the deceased alive o1 x= 19.©¥ , and that death occurred ate_=M, from the causes and on the date stated above. 
iin’ 22a. SIGNATURE ; gone fia 22b. ty SIGNED 
=—ov 
Sas S, M.D. Ta Biktotor (PHYS. @ of = Ffor 
z ae if a6; ree s 5 A ae oe ADDRESS 
28 Cpe ot ARS 2 GT ee Wx 
Zez play A LAE 
2 § 3 BUN Ey 23b. DATE THEREOF, 23c. “a vi rye OR CREMATORY LOCATION (City,.town 9 ros (Stats) 
2°% ai nev ( cee 5 te cy Yett, | cial Wa 


24. tee iL ~ ot 25a. REC'D BY REGISTRAR | 25b. — 'S SIGNATURE 


oe NOV 4 1964 97”: reg edge 


we 


—_ 1 MARYLAND STATE DEPARTMENT OF HEALTH 
ig Pijvision of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
£ 
FOR STATE. 12Qiot MEDICAL EXAMINER'S CERTIFICATE OF DEATH $6125 
HEALTH D T. PLAGE OF DEATH Z, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
8. COUNTY a, STATE b. COUNTY 
ee Carroll MARYLAND Md. Carroll 
ess § b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, writa RURAL end giva nearest town) 
53 P 
gee £ 3 write RURAL end give naerest town) . 
Bee 5. Finksburg X_Finksburg 
oO: se d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glva streat address) || d. STREET ADDRESS e. peppgelie ae 
22 ‘ 
Bae 28 Spencer Lane Spencer Lane ves{} nod 
22 .. a2 3. Sr aeee First Middle Last 4. Hid Month Day Year 
ied o 
Baz SR (Type or print) August Cc. Iuers peatH = October Ly, 19 6h) 
“oe == 5. SEX 6. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIED [] | 8 DATE OF BIRTH 9. TAGE (in, years a mo rao Es. 
25 = le 
a2 aF Male White wivowen[-] _oivorcen{}{ Aug. 17, 1902 68 5 
2¢s Bs 10a, USUAL OCCUPATION (Give kindof work done) 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (Stata or foraign country) 12. CITIZEN OF WHAT 
2: a during most of working life, even If retired) INDUSTRY COUNTRY? 
25a “> Milkman Balto. Co. Md. USA 
5858 gs 13. FATHER’S NAME 74, MOTHER'S MAIOEN NAME 
ao 
Bes 2 Jacob P. Iuers Elizabeth Bookheit 
z=e i gq 15. WAS OECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 
Nec (Yes, no, or unkown) |(Ityes give war or dates of service) 
Sst #5 No 217-22-7383 |Mrs. Sadie M. Luers Finksburg, Md. eo 
= ss 35 18. CAUSE DF DEATH (Enter only ona causg”pey line for (a), (b), and (c).J x INTERVAL Bi aa 
Boy eed PART |, DEATH WAS CAUSED BY: 
25 35 Y IMMEDIATE CAUSE (2) 
S25 88 TA0.| DUE TO Ze * satus 
see 35 Conditions, If any, which 0) > ‘ 
B22 3§ geve rise to Immediata 
Boo 2S cause (a), stating tha QUE TO 
BE2 oe undarlying cause last, (o} 
ak aa 3 | PART IV. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASECONDITIONGIVENINPART 1(2) (19. WAS AUTOPSY 
@ 3 s gedinwo ic (SPENT 
Ze2 3 = 
SS5= 85 3 yes [7] ND 
Bek os ‘© | 2a. EXTERNAL CAUSE WAS 2Db. OESCRIBE HOW INJURY OCCURRED. (Entar nature of Injury In Part | or Part Il of Item 18.) 
ly 5 PRIMARY [J or CONTRIBUTING [) 
see 3 £1 | cause oF DEATH. 
== 38 = | 0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2Da. PLACE OF INJURY Homa,ferm,| 20f. (City or town) County) ‘Gtate) 
eee oe 2 Hour a.m. Witla einer aii factory, streat, officabldg., atc.) 
222 ey = mM. 19 at work[_] at work [_] 
ete as 21. | certify that | took charge of the remains described above, held an Autopsy |_|, Inspection py, Inquiry [_], and tn my ppinion 
eee eo death resulted from: Suicide ["], Homlcide [_], Undetermined manner [_] 
slo Bé CHIEF MEDICAL EXAMINER [7] 
Seeosee ACTUAL 
a3 &> == SIGNATUR! p, ASSISTANT MEDICAL EXAMINER | 
Feosis DEPUTY MEDJCAL EXAMINER 
ES egee | | awry 
Soseuqg of ypa) ad 
P= 35 p= Za. BURIAL, CREMATION, 230. “DATE THEREOF ‘3c, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) 
= =o -_ 0 pacity) 2 
=> he Bt Burial Oct.17,64 Evergreen Memorial Finksburg, Md. 
24, FUNERAL DIRECTOR AOORESS 25a. RECO BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
VR ASME J. F. Eline & S$ Reister: id 
one ® -F. ons Rei ter stown, Md. -_ var) CT 19 sedge. =. 


4 
= 


: The Jaw requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


Page 4 may be retained by the hospital or attending physician. 


Pages 1 and 


within 72 hours after death. 


hysician and completely filled in by the funeral 
carbon papers. 
event, 


Ing p 


ficate has been signed by the attendi 


After this certi 


director, page 3 should be detached for use as the burial-transit permit. Then please rem 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


TO FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


¥ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


152 CERTIFICATE OF DEATH Lo “24 
1 wage pram 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
4 a. STATE b, COUNTY 
Carroll MARYLAND Maryland ; 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporete limits, write RURAL ‘end give nearest town) 
write RURAL and give nearest town) 
| Sykesville 3 days Baltimore 2123) aed, 
@. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS Ce 5 Ree 
Springfield State Hospital 1868 Yakoma Road ves(_} no ft 
3. as First Middle Last 4 pele, Month Day Year 
(iype or print) Harold Palmer MAC FARLAND peta October 31, 19 64 
» SEX 6. COLOR OR RACE | 7, MARRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24HRS. 
O kl 8 st birthaey) Months | Days | Hours | Min. 
male white wivowed[] _ivorceotj| 7/4/1896 es | 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. Hye Hh pees OR 


meee “Mach ite, even free ). ae Vdshex. 


13. FATHER’S NAME 
William MacFarland 


Ii. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Ee : COUNTRY? 


New York U.S.A. 
14. MOTHER'S MAIDEN NAME 


Gertrude MacGregor 


15. WAS DECEASEDEVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. INFORMANT Address 
(Yes, no, or unkown) | (If yes pive war or dates of service) 

no — l4he- [¥- L077 presto. State Hospital Records 

18, CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), end (c).] INTERVAL BETWEEN” 

PART I. DEATH WAS CAUSED BY: ‘ A 
IMMEDIATE CAUSE (a)__Arterioselerotic cardio-vascular disease. years 
-| DUE TO 

Conditions, If eny, which «)__Mod. advanced tuberculosis, active. yeats 

gave rise to Immediete 

cause (a), stating the { DUE TO 

underlying cause last. | ©. 
& | PARTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. Was AS AUTOPSY 
= ee 
& 
£ Alcoholism chronic. Yes fa no PX 
i | 20a, ACCIDENT WAS UNDERLYING GFTry | 20% DESCRIBE HOW INJURY OCCURRED. (Enter nature of Infury In Part (or Part 1 of Item 18.) 
& | OR CONTRIBUTING | CAUSE OF 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20%. (CIty or town) (County) Gtate) 
S 
a Hour 6.m. factory, street, office bidg., etc.) 
a While Not While 
g m. 19 at workL_]_ at work. 1] 


21. | certify that (I) (this hospital attended the deceased from__10=29-4), _, 19. to_1O—31=6),, 19, that (I) (we) last 


deceased alive 19_____, and that death occurred B27 30 6:39 P frhf the causes and on the date stated above. 
res: - 4 2b. DATE SIGNED 
oiyaiidythens HE" Cy Bion ORE owl 1/1/64 
2c. 


Lue "2, RDDRERS Springfield Beate a ital 
NAME (3P9) Julian Radzykewyez, M.D. | 3 ykesville, Wa y 


23a. BURIAL, CREMATION,| 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY = LOCATION (City, town Ni, nd (State) 
REMOVAL ASpecl % 
: ; Perth Anboy, New Jerse 
24, FUNERAL DIRECTOR DDRESS ‘25a. REC'D BY REGISTRAR | 25b. A sertans SIGNATU! 
f 
| John Burns’ Sona, Towson, Maryland fOhonbtg a 


in 24 hours after 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


VR AIS mNY 
20M $-63 


death. Page 4 may be retained by the hospital or attending physician. 


¥ MARYLAND STATE DEPARTMENT OF REALTR 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1215 3 oc ledeaall OF DEATH : 64 25 


a - 
g 1. PLACE OF DEATH 7 2. USUAL RESIDENCE (Where deceesed lived, If Institution: Re! jission) 
2-8 e. COUNTY e. STATE b, COUNTY Fe 
BME Carroll ? MARYLAND _| : Maryland _ ee ae 
= gz 2 b. city OR TOWN (if outside corporate fimits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN [It outside corporate limits, write RURAL and giva nearest town) 
Bas writa RURAL and giva neares! town) 
are __Rural_- Sykesville llyr.8mth.4da} _ Baltimore ‘ Oj. oa 
im a d. NAME OF HOSPITAL OR INSTITUTION (if nol tn hospitel, give street eddress) d. STREET ADDRESS IS RESIDENCE 
& fe ON A FARM? 
Su8/ 3726 Hickory Avenue_ = 
2 on Lest 4. DAT Month Dey 
2 aS pepe OF 
Bor eyo te BESSIE _EDNA MARTIN DENTE 'Octeper..__ 4, 
o g = 5. SEX 6. COLOR OR RACE) 7, MARRIED [] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeers IF UNDER 1 YEAR | IF UNDER 24 HRS. 
pee F un Whit 8 last birthdey) |Months| Deys | Hours | Min. 
BS. emale ite wipowep[] _ ivorceo (-] | MAR,- 17-1890 Pa vs. | 
5 g } 10e. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY { i, BIRTHPLACE (County & Stete, or foreign country) 12. CFTIZEN OF WHAT COUNTRY? 
28 ) done during most of working life, even if retired} | 
35 None = | Maryland | ie ay 
et _None _ a2 = Soe Jt ae 
com 2 13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
Qa 
5a Joshua T. Martin | Mary Frances MacCauley 
s c 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address rw 
32 (Yes, no, or unkown) | (ttyesgivewer ordatesofservice) 
aaa No os - Springfield State Hosp. records, Sykesville 
ae! SOR a ks ee G8, oykesvilie 


> 18. CRUSE OF DEATH [Enter only one couse por line for (e), (b), end (1 | INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
3 Hl 5 IMMEDIATE CAUSE (e) Bronchopneumonia. be o _. | aes 
ee 5 
Bes x puto Pyelonephritis. Months 
5 J ¥ 
ese Conditions, if eny, whieh ») Diabetes Mellitus. Years 
Te § geve rise to immediete couse = s- | Secoae 
33 (e), steting the underlying (° OUETO Old CVA. : Years 
£45 couse lest, a - (j_ Generalized arteriosclerosis. | Years 
2 = a ra PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PAI (e}| 19. WAS AUTOPSY 
“4 : : . . 
£82 (\/2/ Chronic brain syndrome with cerebral arteriosclerosis with “ Cl no kl 
4 coy “as Cc rea ae et ae —— 
s 3 & = | 20e. acer IT WAS UNDERLYING [j 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
ne & | OF CONTRIBUTING L] CAUSE OF DEATH 
‘te ai = G [UF elTHER, NOTIFY MEDICAL EXAMINER) 
5 3 2 % |20c) TIME OF INJURY Month, Dey, Year) 20d. INJURY OCCURRED ) 200. PLACE OF INJURY (Home, farm,» 201. (Cliy or town) (County) {Stete) 
= a .S3 
gan 3 ieee ean While __Not While factory, street, office bldg., etc.) | 
ae ia z to 9 jet work [_] at work { 
O88 21. | certify that {Q) (this hospital) attended the deceased from... JANUATY....29919.03 wOatober..t, 194., that BH (we) last 
Os 2 saw the deceased alive on.. Oc 4 , and that death occurred at 9:18P ee the causes and on the date stated above. 
Baa ae | 3 ATTENDING MED. STAFF 22 SONED 
Bae i mae — Aen mo. | PHYS.  [] birector [] PHYs. A 10-5-64 
x ge 22. RUSICIANS 22d. ADDRESS 
woe NAME (Tyee) Edmee Reeves, M.D. ringfield State Hosp., Sykesville, Mé 
zso ( Fe I ep at Me, Be i 8 E Eh Sole I 
E ga : ‘23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
os3 REMOYAL (Specify) 
Lal 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


F.C. Higinbothom,Ellicott City, Md. 


A A A deca aera 


: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 


TO HOSPITAL OR ATTENDING PHYSICIAN 


VR A15 (4) 
15M 4-64 


med 


+ “4 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wane, 7 
0, 


12754 CERTIFICATE OF DEATH 


Male Negro wipoweD ["] DivorceD [_] 
108, USUAL OCCUPATION (Give ad atwork done 0b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


» BIRTHPLACE (C & Stat foreii 12. CITIZEN OF WHAT 
Tl, BIRTHPLACE (County te, or foreign country) GON 


3 

Pe S 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
nai a. COUNTY a. STE b. sou 

273 Carroll MARYLAND aryland aitimore City 

SOs b. CITY OR TOWN (If outside pererate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
= 2 2 write RURAL and give nearest town) , 

= 3 Sykesville 2mos.19dys. Baltimore ; 7 

3 g oo @. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @. pial 3 
Satie . . 

eae! Springfield State Hospital 132 McCulloh Street yes] _nofel 
22% 3. Berticea First Middle Last 4. DATE Month Day Year 

2 

ese Type print WILLIAM ~: (NEN) MASON DEATH October 29 19 6h 
Sof 5. SEX 6. COLOR OR RACE | 7, MARRIED [5q NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (In years |IFUNDER 1 YEAR|IF UNDER 24 HRS. 
Som Jast birthday) | Months | Days | Hours | Min. 
& ES 7-10-0), 60 yrs. 

=. 

BS 


13. FATHER’S NAME 4. MOTHER’S MAIDEN NAME 


21. | certify that (I) (this hospital) attended the deceased from. 


Poe , 19___, that (I) (we) last 
saw the deceased alive on__LO-29-6), __- 19___, and that death occurred at=*° *2M, 


m the causes and on the date stated above. 


22b. DATE SIGNED 
wo, SA Oy YB von SAE tual 10-29-6l 
22d. ADDRESS Springfield State Hospital 


Agustin del @ampo, M. D. 
23a. SU 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Reneiat ei RO=30-62, amily Cemetary 


S, 
se & Sam Mason Roxie Mason 
= ay = 15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
£ES (Yes, no, of unkown) | (If yes pivewar or dates of service) 
see No - Unk. Records, Springfield State Hospital 
2as ed 
SL 18. GAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] ERA TE 
Bes PART |. DEATH WAS CAUSED BY: Av toriosclerotic heart disease 
ses IMMEDIATE CAUSE (a) SOUETLOSCLETOUL ear 1sSeas |_years 
Ese Px() * DUE TO 
@®35 Conditions, If any, which Generalized arteriosclerosis y s 
es gave rise to Immediate a ears 
S322 cause (2), stating the ( DUE TO 
aac underlying cause last, (c). 
Sof & | PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TD THE TERMINAL DISEASE CONDITIONGIVENINPART1(a) 19. WAS AUTOPSY 
2 =e ars 
B23 S ves[] nok] 
Ss je . 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
5 | OR CONTRIBUTING [7] CAUSE OF DEATH 
:=4 © | (IF EITHER, NOTI EDICAL EXAMINER) 
3 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED CT Ge Rr ram Fe 20f. (City or town) (County) (State) 
2 a Hour a.m. while Not While ‘actory, street, office bldg., etc.) 
3 = p.m. 19 at work] at work Bi 
2 
= 
2 
= 
ts 
S 
2 
2 
a=} 
4 
Ss 
a 


director, page 3 should be detached for use as the burial 


mporia, Virginia 
| 25a. REC'D BY REGISTRAR 


wOV 4 1964 


25b. REGISTRAR'S SIGNATURE 


ferboe lsdige — 


— % MARTLAND STATE DEPARIMEN!T OF REALIN 
5 C DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
« hae 5 
12159 CERTIFICATE OF DEATH 16128 
\, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
8 . COUNTY a, STATE b, COUNTY 
=u5 Carroll MARYLAND Maryland _ Montgomery Co 
Ses b. CITY OR TOWN (if outside corporate limits, €. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
ae write RURAL and give naerast town) 
33e Rural - Sykesville 3mths. ,4days Gaithersburg las 
28u d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stree! address) d. STREET ADDRESS +. 1S RESIDENCE 
5 
= 4 8/ Springfield State Hospital || Route #3, Box 21 ves _] no[] 
3 an WERE OF First Middle bt a. DATE Month Dey Yoor 
5 5 = ile MARY AREMENTA MATEER DEATH _Oeiteber 4, 1964 
7 3 = 5. SEX 6. COLOR OR RACE) 7, MarRieD [_] NEVER MARRIED [] | 8: DATE OF BIRTH 9. AGE {In yeors |IF UNDER I YEAR| IF UNDER 24 HRS. 
£6 F lost birthdey) |“Months| Deys | Hours | Min, 
emale White WIDOWED pivorceo[] | O4—29-1885 99 vss. | | 
; TOs. USUAL OCCUPATION (Give kind af werk | 10b. KIND OF BUSINESS OR INDUSTRY] Il. BIRTHPLACE (County & Siale, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if relired) | 
Housewife Alexandria, Virginia | U.S.A. Ls 


Then please remo 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after . 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


VR AIS (4) 
20M 5-63 


‘ 


13. FATHER'S NAME 
George McCracken, dec. 


14. MOTHER'S MAIDEN NAME 


Isabelle Nightengale 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address a 
(Yes, no, or unkown) | (Ifyas give waror detasofservica) 
io 578-36-1587 Springfield Hosp. Records, Sykesville, Md. 
18. GRUSE OF DEATH [Enter only ona ceuse perline for (e), (b), and(@).l + ~) INTERVAL iegate 
ONSET AND DEA: 
PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE fe) AYteriosclerotic cardiovascular disease. __|_ Years. 
4 _f DUE TO 
Conditions, if any, which ) Generalized arteriosclerosis. Years. 
geve rit immediete ceuse Chao a eer i 7 
(e), steting the underlying 
cause lest. leon Bronchopneumonia. Days 
fe). 
Zz PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN !N PART 1( ‘AS AUTOPSY 
= = pe re ee: PERFORMED’ 
&| Chronic brain syndrome with cerebral arteriosclerosis with psycho (I no ft 
S 
= | 200, AChE Wa RLYING. > ae 
5 egret T] CAUSE OF iS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Part | or Pert I! of item 1B.) 
U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20, TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20. (City or town) 5 (County) (State) 
ray Hour a.m. While Not While fectory, street, office bldg., etc.) | 
Es a, 19 at work [] at work [_] 1 


21. | certify that Qf (this hospital) attended the deceased from....s. WL... BOg cmc 64 toOctoher.. A, 1e: 64 that @® (we) last 
saw the deceased alive on... 3M: leak the causes and on the date stated above. 


, and that death occurred at. 


ce Nae ATTENDING MED. STAFF on SIGNED 
é pone Ce mo. | PHYS. [J binecror [7] PHYS. §] 10-5- 64 
22e. PHYSICIAN'S : 22d. ADDRESS 7 
“i (wre _Edmee Reeves, M.D. eel ele Stake Mop tel, See 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 
REMOVAL (Specify) 
dal 10-7-6) Browns Chapel Cemetery Herndon, V: _< 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


BY REGISTRAR | 25b. HGIRARS SONATORE 
oct 6 ‘ada a lowilag Sedge 


F 


Francis H. Barter Laytonsville, Me. 


The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR AITENDING PHYSICIAN: 


VR AIS (4) 


2 


MARYLAND STATE DEPAKIMENT OF REALIMA 


1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
ae 
12156 CERTIFICATE OF DEATH 16130 
ts PLACE OP DEATH ~ 2. USUAL RESIDENCE (Where deceesed lived, If Institutlon: Residence before edmission) 
x * . STATE b. COUNTY 
2N¢ bos ad . neg tteame_||_" Maryland 
<cie b. CITY OR TOWN (if outside corporete limits, «. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
Fav write RURAL end give neerest town) 
#58 (Rural) Sykesville Ay 6m 214 ‘Balti I psi 
at ae d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street eddress} d. STREET ADDRESS: . Pas 
Efe f : : : ON A FARM 
ny: Springfield State Hospital 1305 N. Charles Street Yes [] No 
ane a = — = — a a = = = a eee 
2 San 3. ptalale 9 First Middle Last 4 a Month “Dey ss‘ Yeer 
eat {Type oF print George NMN Mitchell, rata 10 22 Ig 64 
§c= ae —— — = R17 
os 5. SEX 6. COLOR OR RACE) 7, MARRIED [] NEVER MARRIED [-] | 6+ DATE OF BIRTH 9. AGE (In yeors jIF UNDER 1 YEAR| IF UNDER 24 HRS. 
by 2 last birthdey) |"Months| Deys | Hours | Min. 
53s male White | woowm PY — vivorce oO 6-2-1875 89_ vn. a agg id ‘ 
5 2 ts 108. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSJNESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
4 e he done during most of working ven if retired) Fisting) 
ee =, Goppersmith — : welll Ye fe Oklahoma > aa 
a 13. FATRER'S NAME 14. MOTHER*S MAIDEN NAME 
George Nickles Mitchell Mary George 
z fe WAS Bese he ke, Lcd FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address = Ga 
es, 1 fs 
unknown [02 *ewerersstseherviee) Unknown Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), end (e).] —— — , - ay | INTERVAL BETWEEN” 
ONSET AND DEATI 
PART I, DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (e)BrOnCchopneumonia re days 
0% (saat | DUE TO 
if ony, which w Arteriosclerotic cardiovascular disease _|_years _ 


immediete couse 


the underlying DUE TO 


(e) 


fo), st 
cou: 


with mitral insufficiency 


z PART Ul, OTHER SIGNIFICANT, CONDITIONS CONTRIBUTING TO DEATH, BUT Ronen TO THE TERMINAL DISEASE. CONDITION GIVEN IN,PART I(e}| 19. WAS AUTOPSY 
/{gjChronic Brain yndrome associated Wi senile brain disease wit PERFORMED? 
eae * . yes [] NO a 

& | 20s. Atcipe UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Port Il of item 18.) + 

& | OP CONTRIBUTING [] CAUSE OF DEATH 

& | (iF EITHER, NOTIFY MEDICAL EXAMINER) oy 

s 20. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) 

a Hour_e.m. While __Not While fectory, streat, office bldg., ete.) | 

= ates ae 19 et work "ae work es eae ! = 

21. | eertify that 48 (this hospital) attended the deceased from..Hm db... ag 168., Lee 3) , 19644, that ®) (we) last 


saw the\ deceased alive of... 1.0—2, 9.6.4... and that death occurred at dé .M, from the causes and on the date stated above. 
2f SATA , ATTENDING MED, STAFF pe. SIGNED 
A ms mp. | PHYS. — [[]__ Dinecror [[] PHys. 10-23-1964 
22c. PHYSICIAN'S op cay 22d, ADDRESS E . 
! NAME (ye) | Myron Nizankowsky,/M.D. Springfield State Hospital 


23e. BURIAL, CREMATIO! 
Ry VAL (Specif}s. 


23b. DATE THERFOF 


L0f2Ye 


director, page 3 should be detached for use as the burial-transit permit. Then plea 
be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO FUNERAL DIRECTOR: Atter this certificate has been signed by the attending 


YZ r(ytlal 
DRESS 
c 
£ at 


250, REC'D 
OCT 


OM 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mae 5 


x 


9 12157: CERTIFICATE OF DEATH 16101 
3 a 
= $ 1 hit a DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence » before edmission) 
= se) > STA COUNTY 
Ee CARROLL mannan ||" V) DRYVLANWB”” CARROLL _ 
2 = B. CITY OR TOWN If outside cororete mite, c. LENGTH OF STAY IN tb ©. CITY OR TOWN (it YL Corporate limils, write RURAL end give neerest town) 
end give nearest town! 
a weePMIVETE R  \20 yeanda7 WESTMIvSTEA ——__ 
ead d, NAME OF HOSPITAL OR INSTITUTION {if nol In hospitel, give street eddress) ) 4, STREET ADDRESS j vee 
a 122 PENWA AVE EWN A AVE \nstiro— 
3. NAME OF a “Middle Month Yeer 


DECEASED 

mers CHARLES WRIGHT NB "22064 
5. SEX 4 16. COLOR GRRAcE 7. MARRIED [-] NEVER MARRIED [_] | & 19. pr | ‘UNDER 1 Y cas 

FP wibowep [_] DIVORCED 


event, within 72 hours after deat! 


10a, USUAL OCCUPATI 4 ive ki 40b. % ID OF BUSINESS OR INDUSTRY | 1 
it agii 


‘emove carbon papers. Pages 1 and 2 


ysician and completely 


A et 
U.S. ARMED FORCES? | 16. SOCIAL SECUR| 


C) 17. INFORMANT 
(Yes, no, or unkown) | (Ifyes give werordetesof service) 
12 3 ©Q) °/2 


PART I. BEA TR COERT CATS) PA) ROWA Ry ‘Th Lor R fe) g 1¢ -~¥ |e DEATH 
DUE TO 


candies tomy wien) wWARTERIOSCLE DO NC CARD u VASCLUR|_b YEARS. 


ave rise lo immediele cause 
DUE TO 


cwin Se DIARETEC MELLITVS . “= . 


5 19. WAS AUTOPSY 


18, CAUSE OF DEATH jer only one cause per IW for (e), (b), end | (c).] 


it permit. Then 


SW PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a] WASIAUT OF 
——— ee ERFO! Di 
ves [] no (] 
20s, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, {Enler neture of injury in Pert I or Pert Il of item 18.) _ 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) (Stete) 
3 Hour e.m, While Not While factory, street, office bldg., etc.) | 
ae 0 et work [_} et work [_] | 


bE) 10. Os Sy y that (1) (we) last 


, from the causes and on the date stated above, 
Zz 22b. cae 


ATTENDING. STAFF 
mp. | PHYS. TH oinecron OO pays. 0-Z ae z y 


22d. ADDRESS 


PLL WeELLIVER |" WE ECPM WLTEM, MD, 


CREMATION, a DATE THEREOF 23c, NAMEAOF CEMEZERY OR ATORY 23d. LOCATION (City, town or county) — 

i i Jon > ha 

eae. \fO/26 (05 q2 Vit 
1 R A . BRED 4 4 


iy! 
l, and that death occured Aft 


‘CTOR: After this certificate has been signed by the attending ph 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 
r, page 3 should be detached for use as the burial-trar 


‘@. 


be retained by the hospital or attending physician. 


21. I certify that (I) (this OCT "sy the cy. from... S 


saw the deceased alive on&7.&-/...... ls 


‘AL, 


Page 


NERAL 


with the State Dept. of Health prior to burial, cremation, or removal, And in a 


SPIT. 


(Six ~~ BY REGISTRAR 


Dat! 


if 


TO HOSPITAL q ATTENDING PHYSICIAN: 


\ 
The law requires that the death certificate be executed vin after death. 


Page 4 may be retained by the hospital or attending physician. 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


2158 CERTIFICATE OF DEATH 16132 


gave rise to Immediate 
cause (a), stating the DUE TO _ ‘ 3 
underlying cause last. @__Arteriosclerotic heart disease Years 
aie TGNIFJCANT CONDITIONS CONTR USUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION Given TNPART 1{a) [19. WAS AUTOPSY 
IFONLC rain sy nd ro: ral arteriosclerosis, wi cu PERFORMED? 
qualifying phrase ves [] NOE} 
20a. ACCIDENT WAS UNDERLYING EA 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part il of Item 18.) 
DR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 


C 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


20f. (City or town: ‘oun (State) 
factory, street, office bidg., etc.) is] : conn) 


MEDICAL CERTIFICATION 


while Not While 
19 at work Oo at work EJ 


Ss 
2 LACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ey 2 mel a. STATE b. COUNTY T 
aes arrod) MARYLAND Maryland Baltimore Bounty nay 
— 
zee b. CITY OR TOWN (If outside corporate limits, ©, LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and glvé nearest town) 
Bee write RURAL and glve nearest town) 
=e Sykesville 2yrs.lmos.10dys. Rural - Hereford 3 OX ot 
8 gn d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS e Se 
=a™ a A * 4 
Sas Springfield State Hospital fonkton Post Office yes] no Gd 
2s 3. pins First Middle Last 4. ce Month Day Year 
Bsc (Type or print) RICHARD CLEARFIELD MYERS DEATH October 8 6h 
e8s 19 
See 5. SEX 6. COLOR OR RACE | 7, MARRIED fC] NEVER MARRIED [~] | & DATE OF BIRTH 9. AGE (in ve Pour en ‘on 
Ses ‘ nths | Days ) Hours E 
Zee Male White wipowen [-] pivorced[-]| 6-26-1881 
5s yrs. 
= ‘ec 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS TL. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
s os during most of working life, even If retired) INDUSTRY COUNTRY? 
Bas Railroad Worker a/(YOdd. Maryland SoA. 
2 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
= Andrew Myers Margaret Harris 
Eas 15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Ze (Yes, no, or unkown) | (If yes give war or dates of service) s x A 
os No Seen Records, Springfield State Hospital 
one 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] EEA REE 
ze PART {. DEATH WAS CAUSED BY: ; 
= 5 IMMEDIATE CAUSE (2)___LOXLC Coma Days 
£3 45 DUE TO 
= / . : 
‘a Conditions, if any, which (0) Renal failure Month 
5 
3 
5 
a 
2 
2 
8 
= 
t 
3 
Oo 
2 
s 
= 
Ss 
c= 
=< 


page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to burial, cremation, or remp 


2 21. | certify that (I) (this hospital) ened the deceased from Boe si 19____, that (I) (we) last 
S saw the deceased alive p 10-86. 9___, and that death occurred at ftom the causes and on the date stated above. 
2 22a, SIGNATURE : ee 22. DATE SIGNED 

5 Nlttra wo. Pie 81 Bier C1 Fre. wal 10-8-6), 

ie 22c. PHYSICIAN'S 22d. ADDRESS Gorinefield State Hospital 

ese / NAME YES) Qotavio A. Ruiz, MOD. Mh ice ce nes 

@ES _ 23a. BURIAL, CREMATI AT) 

e- REMOVAL (Spgcl 


25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


DATE QCT ] 4 19 Manrlig Naeger. 


i i 23b. DATE THEREOF 23c., NAME OF CEM! FRY OR CREMATORY, 2 oy ty, ton PY (State) 
VV 0-L( OF Words rs] M Was 07, f 
TO 2: 
okie Lh 4 


\ 


in by the funeral 


thin 24 hours after 
it permit. Then please remove carbon papers. Pages 1 and 2 should 


® 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completel 


ATTENDING PHYSICIAN: The law requires that the death certificate be execute 


be retained by the hospital or attending physician. 


‘@ 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


director, page 3 should be detached for use as the burial-tray 


TO HOSPIT. 
death. Page 


VR AIS (4) 
15M 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12is3 CERTIFICATE OF DEATH 1613: 


Ts et or D! ire a —) 2. USUAL RESIDENCE (Where deceesed lived, Hf inslilulion, Residence before be Cineley 
; #. STATE b. COUNTY. 
are YW ___manynanp_ Dar yla xd. TB alfa 
B. CITY OR TOWN (if outside corporete ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If’outside corporete limits, write RURAL end give neeres! town) 


x 


rite RURAL end give nesrest town) 
AM St Ef Piveli 2truby || Buller OD Fa 
d. NAME HOSPITAL OR INSTIT! ION {it not in hospitel, give street eddress) | da. SES ADDRESS | ¢ ON Aah 
wie Bech Leyes wt Pra. K2ts A Bint. ves eho. 


Middle 4. oo Month 
| eee pe ere Belle VAY ite DEAra Ga ee as 19 by 
5. Sx ~]9. AGE (In years | IF UNDER 1 YEAR| IF UNDER 24 HRS, 


last birthday) 


Sao 


jays | 


[6 COLOR OR RACE) 7! mapnieD [-] NEVER MARRIED [-] | 8. DATE Z BIRTH 
Je ‘ Months 
“erg /&-| (why iL | wioowtne] pivorceo [] a ii ie V/ok ‘24 
10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County 


done during most of working, life, even if retired) | 
LP ft e. Lar 


Hours | Min, 


State, or fe country) |” CITIZEN OF WHAT COUNTRY? 
te bit ~ feo HH ASA. 
13° FATHER’S NAME 2 14. MOTHER'S MAIBE! NAME 


Nae ee tect ete 


15. WAS DECEASED Ever INULS. ARMED FORCES? | 16, SOCIAL SECURITY ae 17. INFORMANT Address 


(Yes, no, or unkown] | (Ifyesgivewerordetesofservice) es 4 In. Tosstye re = 


1B. SRGRE OF DERTR TEnter only one line for (e), (b), end (c).] TERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: bah I hy 

IMMEDIATE CAUSE (e)__ SoZ C4) 
] DUE TO 3 
Conditions, if eny, which tb) SEs Tc thecs Geeele, Vi wees 


90V8 riso fo immediate ceuse 
{a), steting the underlying DUE TO 
couse lest. (e) 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e]| 19. WAS AUTOPSY 
< aoe a ok ves [] NOP 
3 | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pest | or Pert Il of item 1B.) : 

Ee | OR CONTRIBUTING TPCAUSE OF DEALS 

G } CF EITHER, NOTIFY MEDICAL EXAMINER) | 

< 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) ~ (County) 

8 Ree aa While Not While | fectory, street, office bldg. ele.) | 

= et t 


- Fhe & A 2g, that (1) (we) last 
sia 7 and thal death occurred PAM M, from the causes and on the dale slated above, 
22b. DATE 


7 ATTENDING, STAFF SIGNED 
Qe mp, | PHYS. re Binecro 0 Pas. 14 =20-EY 
<. ‘22d. ADDRES! ON a, ie 
losep fe. Y5ush. o>) Gf “EAD... 
ff freee . DATE THEREOF 23c. Wie OF CEMETERY OR CREMAJORY 23d. LOCATION JCity, town or Sraaeas) 
MO have pec 
/0-23- "3 27 wil Saale £0 ek 


ee REC'D BY REGISTRAR | 25b. £4) 'S SIGNATURE 


ine EE 1964 77 mibig Guclge 


c} aw: ue OL SIGN: ATURE ADDRESS md 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 howrs after death. Page 4 


< TO HOSPITAL ©} 


z 
= 


he hospital or attending physician. 


may be retai 
TO FUNERAL DI 


oa 


the funeral director, 


® 


Pages 1 ond 2 should be filed with 


R: After this certificate has been signed by the attending physician and completely filled 


page 3 shauld be detached for use os the burial-transit permit. 


the registrar prior to burial, 


Then please remave corbon popers. 
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MARTLAND STATE DEPARTMENT OF HEALIN—BALTIMORE, 18 
210 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 
. COUNTY 


eS 

Reg. Dist. No.() 

2. USUAL RESIDENCE (Where eased lived. If institutian: Residence before edmission| 
ee 39. RCOUNT (Soe & 


i: ee. (If outside corporate limits, write, RURAL ond give Nearest town) 
(s 


JY? MARYLAND 
b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib 


RURA ond eg nearest oe Z. Zz 2, 


J. one OF =a {IF not in hospital, give street address) 
OR INSTITUTION 


eceslere Bred OT OE 


jd. STREET ADDRESS @. IS RESIDENCE 

i] £ ON A FARM? 
if, ) vA YES 190 [7] 

First lost 4, DATE Month Year 


3. NAME OF 
even Chester C Momenabep| tam Zep 7S hog 


3. 7, ‘ ae ORBACE | 7. MARRIED] NEVER MARRIED [] | 8. DA¥E OF BIRTH Dy mp is IF UNDER V YEAR] IF UNDER 24 HRS. 
lost birthday: Month De Min. 
tee tiie pivorceo [J a pen fF SI9GZ © Sy yang Viana Beg} i 


1a. le OCCUPATION “ rive kind of work done! 10b. ID OF BUSINESS os INDUSTRY | 11. _ ‘or foreign ae t CITIZEN OF WHAT COUNTRY? 
(EZ 


during pest of olny even if retired) A ab a4 
13. FATHER'S. a 14, MOTHER® Ce Pe NAME 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL Ranntner] NO. |17. aA ‘Address 
(fer, #0. 6¢ unknaven} {Hf yen. give wor or doles of vervice} Zo Y? 
a Vie -(E- at Kael, lee LY 


18. CAUSE OF DEATH [Enter ‘only one couse per line for (a). (b}. and e a ORS ONRIC aE: 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {a} 


| DUE TO 

Conditions, if ony, which rs 
te tea ; 

gave rite to immedion | 1. 1, 


couse (a), stoting the ynder- 
tying couse lost, @ 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)[19. WAS AUTORSY 
yes (] NO 


200. ACCIDENT WAS_UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Par! il of item 18.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (State) 
Hour 0. m. While _ Not white Beso. Hee fetes ala 
p.m. 19 lot work [] ot work (1) 


21. | certify ie I hee the eee fram... J PIED che WEY ta_. (On LM. 19€F that | last saw the deceased 


alive en_____... 10> (fx, 19 at death accurred at. £2. SPM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state} DATE SIGNED 


settton hee eae pas 3) Ss 
eae 2s Sots A- rere 


2. az Tar EC SON 


4 
Q 
< 
a 
= 
iS 
a 
o 
g 
z 
= 
fa} 
2 
= 


and 


REGISTRAR | 24b. REGISTRARS SIGNATURE 


A mel tovbeg | 4 


The law requires that the death certificate be executed within 24 hours after 


attending phys y 
icate has been signed by the attend! 


as the burial. 


q 


in by the funeral 


lease remove carbon papers. Pages 1 and 2 sh 
in any event, within 72 hours after death. 


jing physician and completely 


-transit permit. 


E 
5 


death. Page 4 may be retained by the hospital or 
be filed with the State Dept. of Health prior to buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this ceo 
director, page 3 should be detached for use 


VR AIS ( 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


163 __ CERTIFICATE OF DEATH £6335 


i. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacassed lived, If Institution: Residence before edmission) 


© Cou «. STATE Maryland b.county Carroll 
Carroll MARYLAND Mary. ; 
b. CITY OR TOWN (if outside corporate limils, «. LENGTH OF STAYIN Ib || ¢. CITY OR TOWN (lf oulside corporete limils, write RURAL end give nearesi lown) 
write RURAL and give nearast lown) 
Sykesville Sykesville 
4, NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) d, STREET ADDRESS = "|e. IS RESIDENCE 
‘ON A FARM? 
Cherry Tree Lane : 1 aie Cherry Tree Lane | ves [3 No] 
3 NAME oF First ~~ Mid ~ Last DATE ~ Month tor 
{Type or prin) Samuel Kriete Osborn ] Dearx October 28, Tbh | 
re. SEX "6. COLOR OR RACE)7, jaRRieD BE) NEVER MARRIED Bl 8. DATEOFBIRTH 9. AGE (In years jIF UNDER T YEAR| IF an 24 HRS. 
2 st birthdey) | Months) Days | Hours | Min. 
ne white woowi[}  owvorcen []| OCtober 23,1906 | eke Bere Fonts] Dex | Hour | 


‘i. BIRTHPLACE {County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


We. USUAL OCCUPATION (Give kind of work TOb. KIND OF BUSINESS OR INDUSTRY | 
done during most of working life, even if retired) 


Service Station Manager Maryland 0. Bs 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 7 >. — 
John E. Osborn Della Pool 
Le WAS ea hie NS. AR FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Address = 7 = 
eal Fr Eee eerie) oT Band OL Elizabeth se Osborn, Sykesville, Md. 
18. CAUSE OF DEATH [Eniar only one cause per lina for (a), (b), end ().] =———s ~~) INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: 


ONSET AND DEATH 
immeviate cause (es) §=Uremia —— 7 _ ae Se 
| DUE TO 


Conditions, if any, which »_ Bronchogenic carcinoma " _|11 months 


eve rise lo immadiate couse 
{e), stating the underlying f° VETO 
couse last, . te) 


ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hed) 19. ee Ae 
CONTRIBUTING TO DEATH i 

i= 

Ki ‘ J ves [] NOT] 

= 200. ACCIDENT WAS UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Pert | or Part Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

5 | 0c. TWME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, form, | 20F (City or town) (County) (Stete) 

rs ieera nena. While __Not While factory, streat, office bldg.. ra q 

= pit. 19 at work at work 


2. U certify that (I) (this hospital) atiended the deceased from... 30min hi ALO 2Z..ne IVGL, that (I) (we) lest 
saw the deceased alive on... DEK w27. 19: 6h, and that dealh occurred 1 aP. M, from the causes and on the date staled above. 
Ze, SIGNATURE 22b, DATE 


. 3 Pikeyp Mo. aia ae DIRECTOR oO ms oO 10-4) 
: —- : ~~ 22d, ADDRESS Fate 
obel,—M.D ’ 48 Main St. Reisterstown, Md, 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 


Oc ae Reisterstown, Md. 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 25a. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


J.F.Eline & Sons, Reisterstow, Md. cart NOV 9 GChinntog | : 


PHYSICIAN'S 
NAME (Type) 


22, 


23a, BURIAL, CREMATION, 
REMOVAL (Spacify) 


== 


in 24 hours after 
in by the funeral 


@. 


it. Then please remove carbon papers. Pages 1 and 2 should 
ithin 72 hours after deat! 


by the attending physician and completel 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed, 
be retained by the hospital or attending physician. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit 


death. Page 
TO FUNERAL O1RECTOR: After this certificate has been signed 


TO HOSPITAL, 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12162 CERTIFICATE OF DEATH 


16106 


1. PLACE OF DEATH 


2. 


USUAL RESIDENCE (Where deceased lived, If institution: TK bafore admission) 


pais Bn) @. STATE &, COUNTY 
CA RP oe tL MARYLAND 7 4 ges v 
&. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate pa write RUPAL end give i town) 
write RURAL and give neerest town) Hs, 
UOWIEN MILL < n AWOVER , ea. 
d, NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give stree\)eddress) d, STREET ADDRESS. . e oe 
MeAdO Ww Use w Hone 20 Ola Wen a i ves [] No [2]-~ 
; iE OF Frnt "Middle aie Ma DATE Month Dey Yeer 
DECEASED 
[Type or print) MARY E PERRY Beara Och 196 z 
‘5. SEX 6. COLOR OR RACE 8. DATE OF BIRT! 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HI 


7. MARRIED [“] NEVER MARRIED [_] 


wipowen [Z}~ _ivorced [] 


mM u/ 


G3" ee] 


1920 


‘Hours | Min. 


Months ments Deys 


Ws. USUAL OCCUPATION (Give kind of work 
done dui most of working life, even if retired) 


EUSE Wife 


Heme 


JOb. KIND OF BUSINESS OR ol Uae u LACE (County & Stete, or foreign country) 


"| 12, CITIZEN OF WHAT COUNTRY? 


Y.6.A. 


13, FATHER'S Wiaidg 14, 


ihe 'S MAIDEN Cn 


45. WAS DECEASED EVER IN U.S. FORCES? | 16. SOCIAL SECURITY NO. 


(Yes, 5" (Ifyesgivewaror Ghtesof service) / ib vA 39-306 y) 


18. CAUSE OF DEATH [Enter only one cayse per line for (a), (b), end (c).) 


PARTI, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2)_\ 


| Uf DUE TO 
Conditions, if eny, which (b). Fed Vaal 
gave rise to immediete ceuse 
{e), stating the underlying ( OVETO 
cause last. fc) 


7. eZ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION | 


208. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2Db, DESCRIBE HOW INJURY OCCURED, (Enter neture of injury In Pert | or Pert It of item 18.) 


20c. TIME OF INJURY 
Hour am, 
p.m, 


Month, Dey, Year 20d, INJURY OCCURRED 
While Not While 


et work [] at work [_] 


Ww 


200. PLACE OF INJURY (Home, ferm, ' 
factory, street, office bldg., ate.) | 


20f. (City or town) 


hora Kerb Lentise: wilt es 


et BETWEEN 
ONSET AND DEATH 


eA E  e 


19. WAS AUTOPSY | 
PERFORMED? 


ves [] NO-FR 


EN IN PART 1(a)| 


~ (County) {Stete) 


224. ee 


21. 1 certify that (I) (this hospital) attended the deceased from.........4 2-7 / %%...., eh to.. di A 19.44, that (1) (we) last 

saw the deceased Elite OM ecenee AM See 19.64 » and that death occured at. Sf.m, aon the causes and on the dale stated above, 

22e. SIGNATURE 22b. DATE 
G a MD. mys SIRECTOR oO avs, oO ify om 


Wor) a lems 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 


Pita” Set 4, HOt 


24 FUNERAL weapons SIGNATURE 


heplc. A.D FEL 


23¢, NAME OF Os Sak OR (on 


ie 


=F ee 3 Cian erenh 
REC'D BY REGISTRAR 25b. Re ISTRAR'S SIGN. ple 
miOCT 1S 1086 feed Iaage 


BEM rae 


The law requires that the death certificate be executed within * hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
15M 4-64 


om 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND, ‘ae 


a. CERTIFICATE OF DEATH 


z 
sz = 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admlssign) 
aos : “Carroll . ‘3 Ss Haryla nd » cou shington L 
oS MARYLAND ATO 
= EAS b. CITY OR TOWN (if outside cor, poate, limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
BES write RURAL and give nearest town, 
2.8 Sykesville 5 mos, 11 dys Hagerstown I, - 
2 on d. NAME OF HOSPITAL OR INSTITUTION (if not in hospltal, give street address) || d. STREET ADDRESS 8. pa de 
=o = * . 
Se Springfield State Hospital 21 Bryan Place ves) no fk) 
ES 3, NAME OF First Last 5 Y 
s 2 DECEASED a rs' Middle Ss 4. Oa Month Day ng 
85 etal 3 Gertrude 0 19 
2 = 5. SEX 6. COLOR OR RACE 17, MARRIED [-} NEVER MARRIED[]| & DATE OF BIRTH 9. AGE ees Tu a YEAR LE Ae 
22 Q mths | Days $ , 
ES Female White WIDOWED 6] pivorceD[ | 2-1-89 | 
“5 ‘10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND DF BUSINESS OR TL. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
2 during most of working life, even If retired) INDUSTRY COUNTRY? 
Clerk RO. Virginia aa 
a if 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
S 
=e hae Dani 
= John Daniel Molly Sharp 
Py é 15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
= Ss (Yes, ne, or unkown) | (Ifyes give war or dates of service) 
5s No 22)-09-072 | Records, Springfield State Hospital =e. 
~~ s 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
25 PART I. DEATH WAS CAUSED BY: eA 5 a nee Peta 
55 IMMEDIATE CAUSE (a) _Arteriosclerotic cardiovascular disease years 
3 Yo «| DUE TO 
Conditions, If any, which 0b) Infected decubi ti weeks 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(2) |19. WAS AUTOPSY 
hronic brain syndrome with cerebral arteriosclerosis, with psychotic PERFOR UEEZ 
yes[] NO J ] 


20a. oa 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part II of item 18.) 

OR CONTRIBUTING [] CAUSE 0! 

(IF EITHER, NOTI EDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, 
while Not While factory, street, office bidg., etc.) 


at work at work 


20f.. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


19 


21. | certify that (I) (this hospital) steye the deceased from. 
saw the deceased alive on_O-30~ 19____, and that death occurred 
Zia. SIG Mauls 


ees p RSE 


22c, PHYSICIAN'S 
NAME (Type) 


= 19____, that (1) (we) last 

#350 ese the causes and on the date stated above. 
22b, DATE SIGNED 
Bays. "S C]_ Binecror C] HVS. 10-30-6), 
2d. RODRESS Springfield State Hospital 


1 
Lsenp ed ae, (State) 


. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


(a 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial 


specify) 


fen elt 


23a. pennies) | / 23b. DATE THEREOF 


| Fae OF, CEMETERY OR CREMATORY 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within “ hours after death. 


mk 


ined by the hospital or attending physician. 


Page 4 may be retail 
TO FUNERAL DIRECTOR: After th 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, baysl (eae I 


1216% CERTIFICATE OF DEATH 3 
1 age SE et 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before iy, 


a. STATE b, COUNTY 
Carroll : MARYLAND Marv and Baltimore ri 
b. CITY OR TOWN (if outside cor paras: limits, c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate Iimits, write RURAL and give heares' ¥ 


write RURAL and give nearest town: 
Sukcesvid | e 8 yrs. /22 Baltimore 
qd. ‘AL OR INSTITUTION (if not In hospital, give street address) "a. STREET ADORESS e Ts RETbENTE 


papers. Pages 1 and 


and in any event, within 72 hours after deat 


- FARM? 
Ls sagepeinetield State Hospital 1101 S. Kenwood Ave, ves] nofcl 
s. NAME OF t & 
3 be ES Firs' Middle Last 4. be Month Day Year 
s (Type or print) MARGARET _(nmn) PEZZOLI petH = October 2h, 19h 
2 5. SEX 6. COLOR OR RACE | 7, waRRIED[—] NEVER MARRIED [-]| 8 DATE OF BIRTH 9. AGE {In years TFUNDERT YEAR IF UNDER 24 RS, 
3s , 1 birthday) |Months | Days | Hours | Min. 
i Female White WIDOWED [HE —_ Divorced [~] -1-89 
2 10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR BIRTHPLACE (County & State, or forelon ea 12, CITIZEN OF WHAT 
2 cong most of work! ed life, even If retired) INDUSTR' M INTRY: 
8 Factory J nknown aryland eDeA. 
13. FATHER’S wae 14. MOTHER'S MATOEN NAME 
John Schwartzman Anna Beckman 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 


(Yes, no, or unkown) | (If yes pive war or dates of service: 


No Unknown Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J INTERVAL B N 
PART I. DEATH WAS CAUSED BY: ORSER ANG DERTH 
‘ IMMEDIATE CAUSE (2) rdio~ |_years 
LAX DUE To 
Conditions, If any, which (b) 


gave rise to Immediate 
cause (a), stating the OUE TO 


certificate has been signed by the attending physician and completely filled in by the funeral 


underlying cause last. (o). 

Ss ane OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH He geo au pareribea t hewn! GIVEN INPART1(a) 19. pee ey 
=| Psychotic depressive “veaction, iM actlo ent ive un erentiate MED? 
2 YES a no X] 
= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Ente ture of Injury In P: t Part 11 of Item 18.) 
& OR CONTRIBUTING (j CAUSE OF D DEATH vice so seep re ) 
@ | (IF EITHER, NOTI EDICAL EXAMINER) 

4 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Fy Hour am. While Not While factory, street, office bldg., etc.) 
= at work at work L_] 


19____, that (1) (we) last 
saw the gona alive on 19 19_____, and that death occurred at_8_&.M, from the causes and on the date stated above, 


a. SIGNATYRE 22), DATE SIGNED 
A: tea. PHYS. Binecror C)_ PHYS. ral 10/2h/6h 


22c. PHYSICIAN’S 22d. ADORESS Springfield State Hospi tal 


NAME (yP®) =~ Antonius Glah 
23a. PEL 23b. DATE, THEREOF, 


De 
23¢c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (Clty, town or county) (State) 


director, page 3 should be detached for use as the burial-transit permit. Then pl 


should be filed with the State Dept. of Health prior to burial, cremation, or 


epee! (Ya bey| Moly KEDEEm ER 272. AD 
aig FUNERAL OIRECTOR ADDI 25a, REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
24 / 
Wine YS S73 RORY BeerF 7? |weney 26 pohonrhsg Jeep 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


The law requires that the death certificate be executed within 4 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending.n 


ook 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, sie iy Dp. y 
) 


12165 CERTIFICATE OF DEATH 


s 
22 Py 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ar a, COUNTY a. STATE b. Couns —— 
27s Carroll manviano | _Maryland timore City 
= 25 b. CITY OR TOWN (if outside coi spares limits, c. LENGTH OF STAY IN 1b |] c. CI N (If outside corporete limits, write RURAL and give nearest town) 
Bs 2 write jlo and give nearest town) , 
= 8 Syke sville S«10mos .2ldys Baltimore Le 
3 gn d, NAME OF HOSPITAL OR INSTITUTION (If not In noc ai, ran street address) d. STREET ADDRESS 8. Oeeanne 
=> 
Fas ingfi State Hospital 110 South Chester Street ves] no 
s 55 3. NAME OF First Middle Last 4. DATE Month Day Year 
Sar DECEASED DE 
ess (ype or print) LOUISE (NMI ) PIJANOWSKI DEATH October 21 19 6) 
Sos 5. SEX 5. COLOR OR RACE | 7. marRieD [-] NEVER MARRIED[-] | 8 DATE OF BIRTH 9. AGE (in yeors |IFUNDER 1 YEAR renee 
a he bi ‘id Months] Days | Hours | Min. 
Bee Female White WIDOWED FX] _—bwvorceo] | 9-28-1895 
es 10a. USUAL OCCUPATION (Give kindof workdone| 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or forelgn ea) 12, Gent ig WHAT 
soy during most of working life, even If retired) INDUSTRY 
= Seamstress Maryland eOeA. 
z 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Daniel Keczmerski Anna Kochman 
15, WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No 216-05-9455 | Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one fi ), . INTERVAL BETWEEN 
bp, phe fe tie ~ cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
IMMEDIATE CAUSE (a) _SePticemia Weeks 
x DUE TO 
Conditions, If any, which Multiple infected bedsores Weeks 


gave rise to immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c). 


‘ 
25 
gs 
a 
BE 
2 
5 
£5 
a4 
es 
ge 
£, 
ge 
eee Ft PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART 1{a) | 19. hee 
$= & Chronic brain syndrome with other diseases of unknown or uncertain ves} NO fe) 
ay s 
2£= = | 20a. ACCIDENT YI INJURY OCCURRED. (Enter nature of Injury in Pert 1 or Part II of Item 18.) 
303 § | OR CONTRIBUTING [) CAUSE OF DEATH 
a2 © | (IF EITHER, NOTI EDICAL EXAMINER) 
S 
#8 z 2Dc. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Se rx Hour a.m. while Not While factory, street, officabldg., etc.) 
88 = mn. 19 at work] et work [1] 
Ze 21. 1 certify that (I) (this hospital) ee the deceased from___11-30=61 , 39 ie = 19___, that (I) (we) last 
25 saw the, ce alive on 19____, and that death occurred ai m the causes and on the date stated above. 
n= SiGi 22b. DATE SIGNED 
ATTENDING MED. STAFF 
28 Dy UA ee, Ant pHys. C1 aes ae PHYS. 10-21-6) 
a 22c. PHYSICIAN’ 22d. ADDRESS ba ry to) 
3s nae (ype) Antonius Glah 9 ee eee 
Su d 
oz - 
£3 23a, BURIAL, CREM AN 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
3 


ao (Specify) 


Buria 10/24/64 oly Rosary Cemetery | Baltimore Co. Md. 


Fon Me “Weber & Sons in _ ee a, (e oere2: 196 4 a ee SIGNATURE 


—_ 


filled in by the funeral 
Pages 1 ani 
fter di 


completely 


2 
S 
a! 
s 
a. 
© 
S 
<4 
s 
So 
2 
= 
S 


ahy event, within 72 hours a 


pand 


permit. Then pl 


S 
s 
3 
= 
& 
ie 
° 
= 
5 

Ss 
— 
= 
S 


transit 


The law requires that the death certificate be executed within e. after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to bi 


TO HOSPITAL q ATTENDING PHYSICIAN: 


0) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, we ted 


12166 CERTIFICATE OF DEATH 16140 
1. PLACE OF DEATH co edie RESIDENCE (Where deceased lived, If Institution: Residence before by eo 
a. COUNTY ;OUNTY 


ee cq a ok MARYLAND * Wiryland Mon Lt ae ee os 
Bb. CITY OR TOWN (if outside cor, pate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporete limits, write RURAL and give nearest town’ 


write RURAL and give neerest town) 
Sykesville lbyrs3mos.26dyb. Rural - Germantown Xt 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, glve street address) || d. STREET ADDRESS e. ran 
|___Soringfield State Hospital Rt. 1 ves) nod 
3. laa First Middie Last 4. gare Month Day Year 
(Type or print) LYDE GRIFFITH POOLE peatH §=6 October 9 19 6) 
5, SEX 6. COLOR OR RACE | 7, MARRIED [7] NEV TED fe] | & DATE OF BIRTH 9, AGE (In years | IFUNDER 1 YEAR |IFUNDER 24HRS. 
Mal Whit Ey NEVER HARRIED Sz) last birthdey) {Months | Days | Hours | Min. 
e ite wipowep [] pivorceo{-] | 10-19-1879 8h yrs, 
TL. BIRTHPLACE (County & State, or foreign country) 


12. CITIZEN OF WHAT 
ife, even If re! be COUNTRY? 


10a. USUAL Catering if kind of workdone| 10b. KIND OF BUSINESS OR 
O. Pub 


during most of working | bs 
Montgomery oads (retired) 


13. FATHER'S NAME 


Fillmore Poole 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, na, or unkown) | (If yes Give war er dates of service) 


Maryland 
14, MOTHER'S MAIDEN NAME 


Margaret Watkins 
17. INFORMANT Address 


U.S eA. 


16. SOCIALSECURITY NO. 


No None Records, Springfield 5 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: B t ‘ a hea Wyo. 
IMMEDIATE CAUSE (a) roncnopneunonia Days 
; 4 
TAC +t DUE TO J e : 

Conditions, If any, which w__Arteriosclerotic heart disease Years 

gave rise to Immediate 

cause (a), stating the DUE TO 2 4 

underlying cause last. «@__Generalized arteriosclerosis Years 
& | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) |19. WAS AUTOPSY 
5 i i@, associated 
3| Chr ppc praia syndmme_ associated with cerebral arteriosclerosis, YES iT NO Fi 
ae ENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (enter nature of Injury In Part I or Pert Ii of Item 18.) 
& | or CONTRIBUTING -] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED )20e. PLACE OF INJURY(Home, farm,| 20% (City or town) (County) (Biate) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 
8 
= p.m. 19 at work at work is 


21. | certify that (I) {this hospital) atte! “es the deceased frot 230; to_10-9- 19____, that (I) (we) last 
saw the deceased alive 10-9- 19_____, and that death occurred ai tom the causes and on the date stated above. 
22a. SIGNATURE 7 22b. DATE SIGNED 
/ wo. five”) Bintoror C1 pave. Ge) | 0-9-6 
2c, PHYSICIAN’: ‘ ; 22d. ADDRESS Springfield State Hospital 

NAME (Type) Octavio A. Ruiz, M. Soheost lie Maryland ‘4 


23a. sewanc ren 2b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (tate) 
pect 
Cedar Grove, Md. 


Buria Oct. 11,196 Salem Methodist 
24. FU! IRECTOR 2 ADDRESS 25a. REC'D BY REGISTRAR | 25b, EF TRARS SI TURE 
(Mer Whebeuth, rensccre, wa. | ane 06T13 1084 fore 


7 


ificate be executed within $ hours after death. © . 


The jaw requires that the death certi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


oh 
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or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


vi CERTIFICATE OF DEATH {614i 
1 PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before ig 
Carroll ire a, STAJE TRGINIA b. GOUNTY 


C3 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b |] c. TITY OR N (If outside corporate limits, 
write RURAL and give nearest town) 


kesville 22yr.9mo,e2dys|| __—sRxrexnwye CLARKSBURG 
da arn OR INSTITUTION (If not In Feats street address) |) d. STREET ADDRESS 


Springfield State Hospital 


@, IS RESIDENCE 
ON A FARM? 


papers. Pages 1 and 


and In any event, within 72 hours after de; 


= 3. aa a First Middle Last 4. iF; Month Day Year 
3 
s (Type or print) CATHERINE nmn:} POZOULAKIS DEATH October 19 
= 5. SEX COLOR OR RAC! DATE OF BIRTH 9. AGE (I TFUNDER 1 YEAR IF UNDER 24 HRS. 
hy 6. COLOR OR RACE 8. DATE OF BIR ; in years 
g ig ; 7. MARRIED [} NEVER MARRIED [_| Tee years Tae Chae eae CMe 
£ Female White WIDOWED pvorceD{]| 11-25-96 7 yrs. | | 
ty 10a, USUAL OCCUPATION (Givekind ofworkdone| 10b. KIND OF BUSINESS OR Td. BIRTHPL GE (County & State, or foreiyii country) | 12. CITIZEN OF WHAT 
ie) during most of working life, even If retired) INDUSTRY COUNTRY? U. S.A. 
3 ousewife Greece 
3 T lig WAME | 14. MOTHER'S MAIDEN NAME 
; fons antine ’ 
ostas Evangelinos Unknown 


15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT 


ed by the attending physician and completely filled in by the funeral 


> Address 
= (Yes, no, or unkown) | (If yes give war or dates of service) 5 R. 
E No Unknown Sor a atthe sins rey mtd 
be 18. CAUSE OF DEATH [Enter only one cause per line for {a), (b), and (c).] INTERVAL BETWEEN 
ry PART |. DEATH WAS CAUSED BY: © Sent4cemia 
5 ; IMMEDIATE CAUSE (a)_>©D da 
- DUE TO 
Conditions, If any, which o)_Multiple infected bed sores |_weeks—— 


gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last. (oO) 
PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. BN ahi 
hronic brain syp drome associated with central nervous system syphilis | ves Ono fx) 
20a. ACCIDENT WAS UNDERLYING E. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I1 of Item 18.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 


Hour a.m. 
p.m. 


20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm, 
While Not While factory, street, office bidg., etc.) 


at work at work 


20. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


19 


19___., that (I) (we) last 


; fron’ the causes and on the date stated above. 
22b. DATE SIGNED 


PRE" Noe (1 FREE (| 10-226 
ie ADDRESS = Springfield State Hospital 


oS 


saw the deceased alive on__1 022 
< STGNATHRE “700 
Ver. il) ae: 
220. PHYSICIAN'S 

NAME (YP®) Antonius Gla 


23a, BURIAL, CREMATION, 23b. DATE THEREOF 
REMOVAL eee) 
B 


/, M.D. 
23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


GREEK ORTHODOX CEMETERY | BALTIMORE, MD. 


24. FUNERAL DIRECTOR ADDRESS 25a, REC'D BY 6 106f REGISTRAR'S SIGNATURE 
LEONARD-J. RUCK, INC., BALTO.,-MD.- 21244. OCT 26. 196 ebiorrlg edge. 
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= 
a 
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s! 
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2 
3 
£ 
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sek 


@ 


é hours after death. 


papers. Pages 1 and 2 


in any event, within 72 hours after deat! 


bon 


e remove cafi 


-transit permit. Then, 
, cremation, or remo 


| or attending physician. 
ficate has been signed by the attending physician and completely filled in by the funeral 


filed with the State Dept. of Health prior to burial, 


Page 4 may be retained by the hosp 


TO FUNERAL DIRECTOR: After this certi : 
director, page 3 should be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed with! 


should be 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(12168 CERTIFICATE OF DEATH 16142 


1. PLAGE DF DEATH 2. USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY a TI b. COUNTY. 
Carroll MARYLAND Vary ‘Land alti mre 
b. CITY DR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR eat outside corporate limits, write RURAL and glve nearest town) 
write RURAL and give nearest town) 
Sykesville 3yrs.lmo.8dys} Rural - Sparrows Point SX 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. Rea 3 
Springfield State Hospital ---- yes] nok) 
3. NAME DF First Middle Last 4, DATE Month Day Year 
DECEASED 
(ype or print) ROBERT LEE PRICE bi ta October 18 19 6) 
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS, 


7. MARRIED [_] NEVER MARRIED ©] 
WIDDWED [_] DivorcED {_] 


Months | Days big Min. 


Male White 10-1)-19 eo" bi ng 


10a. USUAL OCCUPATION RD kind of work done 
during most of working | 


10b. KIND OF BUSINESS OR 
ife, even If retired) INDUSTRY 


None 


Ti. BIRTHPLACE (County & State, or forelon amy) | 1 CnTIZEN OF WHAT 
COUNTRY? 
Maryland U 


13. FATHER’S NAME 


14, MOTHER'S MAIDEN NAME 
Margaret E. Klaus 


Walter E. Price 


15. WAS DECEASED EVER IN US. ARMED FDRCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) es Qive war or dates of service) 
No None S: i Ss H = 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Habla! a I 
; _ IMMEDIATE CAUSE (a) _Bronchopnenmonia _ 
T DUE TO 
Conditions, If any, which ). 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. © _ 
5 | parti CTE SLOT OAT ORDO ace ELLE Ne TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(@) 19. WAS AUTOPSY 
g sychosis with convulsive disorder, epileptic clouded state, and ves) NOE] 
= | 20a. ACCIDENT WAS UNDERLYING 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1 of Item 18.) 
& | OR CONTRIBUTING [1] CAUSE OF DEATH 
© | (IE EITHER, NOTIFY MEDICAL EXAMINER) 
& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,] 20. (Clty or town) County) Giate) 
a Hour a.m, While Not While factory, street, office bidg., etc.) 
= p.m. 19 at work at work 
21. | certify that (t) (this A te ee attended the Het: from 19____, that (I) (we) last 
saw the deceased alive on 1O-18-6), pend that death occurred a’ m the causes and on the date stated above. 


22b. DATE SIGNED 


Za. ON CDBlaet 77 | 
(Bani 2 0 ANE" Cy Bittoror C1 BNE pe] 10-19-6) 
2c, PHYSICIAN'S le apbRESS Springfield State Hospital 


NAME (IyPe) Qetavio A. Ruiz, M.D. 


23a, aon CREMATION, | ial 23b. DATE THEREOF 23c. NAME OF CEMETERY i CREMATORY = 23d. LOCATION (City, town oF county) (State) 


He (Specify) 


10/24/64 Parkwood Baltimo Mervlend 
a FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATUR 


Henry Sander & Sons Inc. Baltimore Md@.| 


ee 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12169 CERTIFICATE OF DEATH 16143 


5 © —— ——— = —— = = 
oe M \. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceesed lived, If institulion: Residenca bafore edmissi 
oes a. COUNTY e. STATE b. COUNTY 

3 2a Carroll Zz MARYLAND Maryland 

= *2 b. CITY OR TOWN (if outside corporeta limils, ——*|_c. LENGTH OF STAY IN Ib | “ec. CITY OR TOWN (If outside cosporata limils, write RURAL and give neerest town) 
es write RURAL end give neerest town) Soa 

ON ire Henryton | 401 days _ Baltimore Vol 

& . d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street address) d. STREET ADDRESS. ve. IS RESIDENCE 
Z 2 r y if ON A FARM? 
4 (/X |_____ Henryton State Hospital | 5650 Pioneer Drive ves [1] NO fy]. 
3 3. NAME OF First Middle Last 4, DATE Month Dey Yeer x 
5 DECEASED \" oF 

8 hee Ai Edward Jerome Quarengesser, Jr. "=*™ October 28 19 64 
° 5. SEX 6. COLOR OR RACE| > marRIED [_] NEVER MARRIED EI | 8, DATE OF BIRTH | 9. AGE (In yeers [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 test birthdey) peas Days Hours | Min. 

. Male White WIDOWED pivorceo [_] April 5s 1934 30 ve. 

3 1De, USUAL OCCUPATION (Give kind of work _ | 10B. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) EN OF WHAT COUNTRY? 
2 dona during most of working life, even if retired) | 

= None | =, None  __ | Baltimore, Maryland ___USA _ 
= 13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 

3 Edward Jerome Quarengesser | Marie Dillon Boyle S 
s 1S. WAS DECEASED EVER IN U.S. ARMED FORCI 16. SOCIAL SECURITY NO.| 17, INFORMANT Address. 

£ (Yes, no, or unkown) | (Ifyasgivewerordelesofservice) | 

= ae! ee =? None Mrs. E, J. Quarengesser - Same as patient_ 
= 18. CAUSE OF DEATH [Enter only on ms 
” ONSET AND DEATH 


Pp 1 TH WAS CAUSE! 4 q 
ART L DEATI MEDIATE caus? a) Status epilepticus _ 


si ! DUE TO 
Conditions, it eny, which ») Grand mal seizure | 


geve rise to Immedieta couse 


er line for (e), (b), end (c).] INTERVAL BETWEEN 


—- a5 


(a), stating the underlying DUE TO | 


cause Ie: e) | 


19. WAS AUTOPSY 


retained by the hospital or attending physician. 
> TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


‘3 
g 
2 
2 
2 
ee 
= 
| Fe Tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| WAS AUTORS 
= 
9 G 5 ves [] no [] 
6 = | 208. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enier noture of injury in Part I or Part Il of item 18.) e - 
EF & | OR CONTRIBUTING [] CAUSE OF DEATH 
rs & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oO & [[20c. TIME OF INJURY Month, Dey, Yeer | 2Dd, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 20h (Cily or iown) (County) (State) 
S 5 Hout “aba While __Not While feclory, street, office bldg., etc.) | 
5 = ums 19 ‘et work et work t 
au 21. | certify that (I) (this hospital) attended the deceased from.. Septe.. 23... 1993 to Oete...29...... » 199%, that (1) (we) last 
a 
19... La and that death occured 6: bee from ae causes and on the date stated above. 


saw the deceasedalive on... 
228. SIGNATURE 2ib. DATE 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in_any event, within 72 hours after death. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers+ 


ING MED STAFF SIGNED 
at te 9. Draped ds AD. las C) iecror RJ revs. (J ~ ae 
So Tc. PHYSICIAN'S "22d, ADDRESS 
ne { el Edgars M, Maculans, M.D. | _ _Henryton State Hospital ree. 
ers Fae, BURIAL, CREMATION, | 236, DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY —+| 23d. LOCATION (City, town or county] (State) 
ne RMOvat OVAL (Specify) * 
ov uriel Oct. 30, 1964 Moreland Memorial Park Parkville, Md. 

Fn Als (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
15M 9/60 irich Funeral Home 4210 Belair Road. * tome CT 3 0 1964 fbortes Q aye 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12170 CERTIFICATE OF DEATH 
= Peon 3 bi ty ee Bf fly —— eee <a 

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceesed lived, If Institution: Residence before edmission) 
° . COUNTY e. STATE b. COUNTY 
BAS 3 Carroll MARYLAND Md. Aateey = 
Es b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (if outside onic limits, write RURAL end give neerest town) 
oe . write RURAL end glva neeras!_tqwn) 
£38 Rural Sykesville 4y. 28d. SYK EYL s _Baltin nore f 
2 Se d. NAME OF HOSPITAL OR INSTITUTION (if nol In hospitel, give street eddress) . STREET ADDRESS °. IS RESIDENCE” 
ee ONA 
= ay | Springfield State Hospital 3703 6th. St. Brooklyn » Balte.27 | vest] no 
a Su /3. NAME OF ~ First ~ Middle lat cE DATE Month Dey Yor. 
aah DECEASED , 
ges (Type-er print) Elizabeth Aun Reekhine DEATH 10 7 ~~ 4964 
oes 5. SEX 6. COLOR OR RACE|7. MARRIED Po] Never married [-] | & Ita, OF BIRTH 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS, 
ae ; last birthday) | Months] Deys | Hours] Min. > 
ee Female White wipowed [yx] bivorceD [_] 4/884 1885 78 sie |Faigte "| * owe ee 
a 


100. USUAL OCCUPATION (Give kind of work 


0b. KIND OF BUSINESS OR INDUSTRY 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, 


11, BIRTHPLACE (County & Stete, or foreign country) 
nif retired) 


House wife Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 7 
Flera, Bill Granda, Mary : 
TE WAS DFCEASEB Baa se eres 16. SOCIAL SECURITY NO.) 17. INFORMANT "Address a 
.. No Springfield State Hospital Records, Sykes. Ma 


18. CAUSE OF DEATH | TEnter only one cause per Tine for (e), (b),,and (c).} 


PART I. DEATH WAS CAUSED BY. Yeo 
IMMEDIATE CAUSE (e)____ qa (Ce. et 


han dea GENK S_ 


; DUE TO 


Conditions, if any, which aa, 
gave rise to immediate couse 

{e), stating the undarlying DUE TO 
couse lost. 3 (¢ 


a PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART hs 19. WAS AUTOPSY 
3] C.B.S, Asso, with cerebral arteriosclerosis and alceholism ves [] No 
© | 20e. ACCIDENT WAS UNDERLYING C] | 20b, DESCRIBE Hi i CURI TeteyninMiaril'Beifan uke eer tbe a ———— 
E | OP CONTRBOTING 1) CAUSE Gr DEATH | 206 DESCRIBE HOW INIURY OCCURRED. [Enter nature of injury in Part or Part W of ttm 18.) 

& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

s 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) ; (County) ~(Stefe) 
5 Moti a fe While __Not While factory, street, office bldg., atc.) | 

2 Aas 19 et work [_] et work [_] t 


, t0..4UL 1. wee WAH.., that (1) (we) last 


21. 1 certify that (XX (this hospital) attended the deceased from.... fase 
, from the causes and on the Sei stated above. 


7 and that death occurred ee 


220. SIGNATURE ASIN 22b, uae 
73. A ‘f hair Mp, | PHYS. Oo DIRECTOR | ms ue ofa fe¥ 


22c¢, PHYSICIAN’S 22d. ADDRESS 


Name (ver) Bernadine Fat Springfield state Hospital, Sykesville, We 


saw the deceased alive o1 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 
REMOVAL (Spacify) 


Burial Oct 10, 196), 
24 IERAL DIREC TURE ADDRESS: 


001 Ritchie Huy. (25) 


23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} {Stete) 
lioly Redeemer Cemetery Taatimors, Md. 


oDCT 13 1968 (oeonbiy Yucige 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phy: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burial-trai 


< 
5 
= 
a 
= 


20M 5-63 


55 


MARYLAND STATE DEPARTMENT OF HEALTH 
ony OF STATISTICAL RESEARCH AND RECOw9s, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12173 CERTIFICATE OF DEATH 16145 


1. PLACE OF DEATH [tens 7 


a. COUN, y 
A MARYLAND 


b, CITY OR TOWN (if outs orporate limits, ¢. LENGTH OF STAY IN 1b 


lived, If institution: Residence bafore edmission) 


cae lll ech 
ta =f writs RURAL and give naaresl town) 


2 
Say § 
Bass 
£73 LE rac 

35 Bis as — 
Bas d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give strogf address) | 4. STREET ADDRESS . 1S RESIDENCE 
ee ON A FARM? 
= < ZAL_ YES Os 
San [3 NAME OF pa. DATE be Ba “Year 
aR” DECEASED D- Ar VEY = p "AH 4 RDS ; 
pe: (Type or print) H t DEATH LT 19 C6 
yas 5. SEXY 6. COLOR OF RACE] 7, janie [X| NEVER MARRIED [-] & DATE OF wy, "AGE (In yoors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ee l thdey) |"Months) Deys | Hours | Min. 
ens : WIDOWED pivorceD [} q, yrs. 
5 
236 
rd 


10a, OCCUPATION (Give kind of work 10b._ KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & S.staf or eb § sountry) 12. CITIZEN OF WHAT COUNTRY? 
done king tr evan if retired) 
ce? / CLAALL EA b ae a. rs 


13, FATHER’S NAME 


14, MOJHER'S MAIDEN NAME 
“Lartuda EB 
17. INFORMANT fs Address 

leo ewe feca a cae Ca. 


ead Mi BETWEEN 


do fre hoks 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


(Yas, no, or unkown) | {lf 97) ror datas of sarvics 
Was ie! 


1B. CAUSE OF DEATH [Eniar only one couse per line for 
PART |. DEATH WAS CAUSED BY; ie v7 DEATH 


IMMEDIATE CAUSE (2) (Ah IC Bs 4 Cg 


ic it Ass which ye | Lyawchliel bag Ad pl a Z 


gave rise to immadiate causa 
{a}, stating the undarlying ( OUETO 
e is 


z PART IJ. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ila], 19. yes Aurensy 

3 ERFORMED: 

= 

3 =f ves [] No [Ey 

i= | 208. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW FNJUR ‘CURRED. (Ente i in Pert | or Part Il of item 1B. 

& | OB CONTRIBUTING [] CAUSE OF DEATH ¥ Tice Bia PRAT i 

G | UF EITHER, NOTIFY MEDICAL EXAMINER) 

a 4 = E 

% | 20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Homo, form, | 20f. (City or town) (County) {Stete) 

5 fe ee While __ Ne! While fectory, streat, offica bldg., | 

EY Pim. 19 at work [_] at work [_] 
21. I certify that (I) (this NC e deceased from... Mb, 2 rag to. SF. tee <» that 10) (we) last 
saw || leceased alive on. 5 and that#death occurred 5AM, from the causes ei on the date staied above. 
228. BIGNAT 22b. DATE 

ATTENDING STAFF SIGNED 
$ Mp, | PHYS. DIRECTOR (7 prys. [] 


22. NAME Type) D, A KW F + M® D. 22d, ADDRESS JT. 
2 


23a. BURIAL, ‘CREMATION, 23b. DATE THEREOF 23c,,NAME OF CEMETERY OR CREMATORY 3g, LOCATION ical tow! as 
VELEN \Gellitey | Maukthead Vacca C6 Tk 
250, 6) tt oie 25b. ace RS ao 


death, Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. Then 
be filed with the State Dept. of Health prior to burial, cremation, or removal, a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendi; 


4 FUNERAL DIRECTOR'S SIGNATURE DDI 
ee : 
Bbeug DATE 


Rs 
z> 
ea 


SS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


A2i72 - CERTIFICATE OF DEATH 16146 


5" 


iz] zz ——————— = ———— — 
3 $ > |. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence belore edmi 
» 2s a. COUNTY C iL ©. STATE b. COUNTY 
5 sag Poe OE t MARYLAND _ A ie Baltimore County 
_ bets | 3 'b. CITY OR TOWN [if outside corporate limits, ¢, LENGTH OF STAY IN Ib ¢. CITY OR TO" lif outside corporate limits, write RURAL end give nearest town) 
= 3 ss write RURAL end give neerest town) | 
A levy esville 2iyrs.5mos.,19dys| Baltimore, Maryland 2123) 4X 
= z 8% ‘d. NAME OF HOSPITAL OR INSTITUTION (i! nol in hospitel, give stree! address) d. STREET ADDRESS Te. 1S RESIDENCE 
ee ON A FARM? 
oe: |___ Springfield State Hospital , | 9919 ——_ Road ves [No [X] 
3 on Va. tied First Middle Lest ited Month Dey ~Yeor 
Baa z 
eal {ype or pris) ELIZABETH ELLEN RICHARDS | beatH October 26 1964 
8 5. SEX 6, COLOR OR RACE! 7, MARRIED Cl NEVER MARRIED o;® DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR) IF UNDER 24 HRS. 
24 jast birthday) eT Deys | Hours | Min, 
5 Female White | wows [f] _vivorcto [] |6-7-1888 76 ye. 
& We. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= done during most of working life, even if retired) 
Housewife £ : Baltimore, Maryland U.S.A. 
13, FATHER’S NAME 14, MOTHER'S. “MAIDEN NAME 
George Switzer Elizabeth Burrier 
op WAS aap. ah WU: Ss" eet eed 16, SOCIAL SECURITY NO. | 7. INFORMANT Address 
‘es, nO, OF unkown) yesgive werordeles eas ue ae é ford ica’ 
oS. ane, 2 en Stee HE) | ReeevaF: igabste bef P anders Hoaek a 
(18. CAUSE OF DEATH [Enter ‘only one ceuse per line for (e), (b), end te) INTERVAL BETWEEN 


fan. 


After this certificate has been signed by the altending physic 


director, page 3 should be defached for use as the burial-fransit permit. Then please remove, 


ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (oe) Acute myocardial infarction with rupture into the | Minutes _ 
| ouero pericardium. 


cop eee aay <4 ) Severe coronary arteriosclerosis, Years 


98Ve rive to immediate couse 
{a), steting the underlying ( OVE TO 


oleae es 


ATTENDING PHYSICIAN: The law requires that the death certificate be execute: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any efé 


* 
rd 
ES 
oe 
a 
a 
3 
& 
e 
= 
a] 
6 Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH | BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 19. AUTOPS 
3 4|2 PERFORMED? 
a /)3|Chronic Brain Syndrome with cerebral arteriosclerosis with Pats hotic yes fk No [] 
2 E [20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Pert Il of item ‘One es 
is & | OR CONTRIBUTING [] CAUSE OF DEATH 
45 & | MIF EITHER, NOTIFY MEDICAL EXAMINER) 
3 3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | . PLACE O} ¥ (Home, frm, | 208. (City or town) (County) (Stete) 
6 Hour a.m. While __ Not While | fectory, street, office bidg., etc.) | 
i g ay 19 et work [_] et work [_] | | 
id ee ee i ee ee ee 
20 21. | certify thate(} (this hospital) attended the deceased from.....MAY.Q ce 19982. 00 Cte 26. , 19.6 )y tham) (we) last 
BY saw the deceased alive 07... OC be. 26.00.00 19.6. and that death occurred 22 :O@ndeon the causes and on the date stated above, 
a eae rae, + ATTENDING MED. STAFF ae ae 
a Sh Rc vee mo. | PHYS.  [[]_ oiRector [] PHYS. 10-2 ran 
Se /22e. PHYSICIAN'S oe = «| 224, ADDRESS > > rt 
ae NAME {Type} 
Be } Matthew S. _Atkinson, M.D.___|___Sykesville, Mary] eS 
S28 7a, BURIAL, Cage 23. DATE THEREOF (23e. NAME OF CEMETERY OR CREMATORY =| 23d, LOCATION town or county) (Stete} 
e REMOV. pecii 
o%0 BURIAL 10/30/64 | PARKWOOD CEMETERY _ BALTIMORE, MD. 
i] 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2Se. REC'D BY REGISTRAR | 25b. REGISTRAR’ s SIGNATURE 


leonard J. Ruck, Inc. 5305 Harford Road ET 2.8 1964) O° Manley Jetpe 


VR AIS (4 
a 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


RS [ia 
vr AIS (4) ZH, 


15M 4-64 


The law requires that the death certificate be executed within 4 hours after death. | 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
133"3" OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ah A 


CERTIFICATE OF DEATH 


= 
SES 1. PLAGE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldgnce before ‘admisslon) 
Ess aren © a. STATE b. COUNTY ee 

ee 3 Maryland = 
ee) Carroll MARYLANO ary. 
- os b. CITY OR TOWN (If outside co poe, limits, c. LENGTH OF STAY IN Ib || c, CITY OR TOWN (If outside corporate limits, write RURAL a give nearest town) 
Bee write RURAL and give nearest town} 5 : 
£38 Syke: seville 8 yrs./5 mos. Baltimore 12 Zvp/ é 
gen NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
=a™ : s 
eas Springfield State Hospital 4607 Northwood Drive ves] nod] 
2se 5 FH First Middle Lest 4. OATE Month Oay “Year 
S8e (type or Print) Mary Veronica McGlynn _ RICHARDSON beats = October =, got 
Sas 5. SEX 6. COLOR OR RACE TF UNDER 24HRS. 
op f ne 
vee Hours | Min. 
ee 


7. MARRIEO [-] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In eas TFUNOER 1 YEAR 
88 est Months | Oays 
female | white WiooWED fj __—viVoRceof]| 11~2h—-1889 
10a, USUALOCCUPATION (Givekindof work done) 105. KINO OF BUSINESS OR T1, BIRTHPLACE (County & State/of foretbw-eountry) | 12. CITIZEN OF WHAT 
INOUSTRY COUNTRY? 


during most of working life, even If retired) 


Housewife Pennsylvania Sele 
cs 13. FATHER’S NAME 14. MOTHER'S MATOEN NAME 

E Peter McGlynn Mary Donnelly 

: 15, WAS DECEASEOEVER INU.S. ARMED FORCES? 16. SOCIALSECURITY NO. | 17. INFORMANT ‘Address 

S (Yes, no, or unkown) | (Ifyes plve war or dates of service) 7 

e- WA Springfield State Hospital Records 
s 18. CAUSE OF DEATH [Enter onl . INTERVAL BETWEEN 
p [ower con aia  vovactiae emimasine erie 
5 » USM IMMEDIATE CAUSE (a) Ventricular fibrillation. mins « 
3 * , QUE TO . 

Conditions, If any, which w__Arteriosclerotic heart disease. years 


gave rise to Immediate atera 
cause (a), stating the : 
underlying cause last. __Generalized arteriosclerosis. years 


PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING 70 OEA; i isvohotee react: Rea a caish a gC 1. WAS AUTOPSY 
TBS assoc. with ciréulatory Maen Payee’ with cerebral arteriosclerosibyes OC) nog 


20a. ACCIOENT WAS UNOERLYING Sh 
OR CONTRIBUTING () CAUSE OF OEATH 
(IF EITHER, NOTH IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year 
Hour a.m. 
p.m. 


20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Ttem 18.) 


20d. INJURY OCCURREO | 206. PLACE OF INJURY (Home, farm, 
While Not While factory, street, office bldg., etc.) 
at workL_]_at work L] 


21. | certify that (I) (this hospital) attended the deceased from. 


20f. (Clty or town) (County) (State) 


MEDICAL CERTIFICATION 


19 


After this certificate has been signed by the attending physician a 


should be detached for use as the burial-transit permit. Then please rei 


with the State Dept. of Health prior to burial 


19___, that (I) (we) last 


t 1 
s saw the deceased alive ¢ ol i and that death occurred a 12s fi fie causes and on the date stated above. 
8a 222. SIGNATURE 2b, DATE SIGNED 
= 
5 gs wo. PRY cn PAYS. us, i 10-h-6h, 
aoe. Y Ze. PHYSICIANS 22d. ADORESS erie ld State Hospital 
S55 °) Octavim Ruiz, M.D. springer le, Maryland 
zee BURIAL, CREMATION ON (City, town or county) (State) 
oV eR 4 DA R 
tJ { 


25a, REC'O BYREGISTRAR | 25b. REGISTRARS SIGNATURE 
Ni“ 
ef larly 


. DATE ible | 23c. NAME-OF DM OR CREMATORY 2 LOG, 
¢ Wg Munthiap 4 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


hs CERTIFICATE OF DEATH H 61 Th 
1. Pi P DEATH 2. USUAL RESIDENCE (Where decessed lived, If Institution: Residence before edmission} 
gta a. STATE b. COUNTY P 
larri ™ MARYLAND || Maryland City 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporate limits, write RURAL end give neerest town) 
write RURAL and give neerest town) 
Sykesville (rural 3y_Om_ 1d Baltimore = ‘a2 VG? eee 
d. IAME OF HOSPITAL OR INSTITUTION {if not In hospital, give street eddress) ~d. STREET ADDRESS JS RESIDENCE 


ON A FARM? 
, é a field State Hospital : 290% Christopher Ave, E ves [7] NO Bd 
‘3. NAM me gpine a 4 " Middle ? Last ee “Dey Yeor 
DECEASED OF 
eae Cea Louis Charles Scheper_ bates October 7 19 64 
5. SEX |S. COLOR OR RACE 8. DATE OF BIRTH 9. AGE {In yeers | IF UNDER 1 YEAR| IF UNDER 24 HRS. 


7. MARRIED [3] NEVER MARRIED [_] 


id completely filled in by the funera 


jove carbon papers. Pages 1 and 2 sho 


test birthdey} 


event, within 72 hours after death. 


The taw requires that the death certificate be executed within 24 hours after 
sician an 


. | certify that 6} (this hospital) attended the deceased from.O.ctoben..6.... %61, to.Qctobe: 2, 1964, that (1) (we) fast 


saw the deceased alive on... Qetober...7...19..64., and that death occurred a(1225°M, from the causes and on the date stated above. 
22a. SIGNATURE 276. DATE 


ATTENDING. MED, STAFF 
A AAA VAVUAS Mp. | PHYS. []_ pirecror Gq rvs. 10-7-64 
22c. PHYSICIAN'S - Sy “ir 22d. ADDRESS 

NAMEYPS)  Tihee Kamm, MiDis 


23b, DATE THEREOF 


field State H pack 
23d. LOCATION (City, town or nty) (Stete)} 
er ce 


OEP TSE IE Uae. 


23. BURIAL, CREMATION, 
REMOVAL (Specify) 


director, page 3 should be detached for use as the burial-trai 


death. Page 4 may be retained by the hospital or 
be filed with the State Dept. of Heaith prior to burial, 


; Months, Deys | Hours | Min, 
Male | White wipowep [] —_oivorceo [-] 1-7-89 y | | 
We. USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Elevator Operator _ unknown Maryland _ eo Us A 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Sas August Scheper > Jennie 2 = PS 
SS. 1S. WAS Tease EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
S23 {Yes, no, or unkown} | (Ifyesgivewerordetesofservice) 
2” 8 no -- _212-05-8674 Hospital Records Sykesville, Maryland _ 
Se. 5 18. CAUSE OF DEATH [Enter only one cause pei end (c).) ~ = INTERVAL BETWEEN 
Bre ONSET AND DEATH 
ig 2 3 PART |. DEATH WAS CAUSED BY; 4 
By ad IMMEDIATE CAUSE (e)_ Bronchopneumonia _ Z Ny abd _| days _ 
#¢ (+ 
E5zS HA DUE TO 
gov o . : 
gcse Conditions, if any, which )__Arteriosclerotic Heart Disease ’ | Years_ 
Zaes gave rise to immediete ceuse 
eS ~ (e), stating the underlying DUE TO 
yo cause lest. 5) 
3 3 PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL 1a fs CONDITION GIVEN IN PART I(e)| 19. TE aLiene 
& Ee withopt qualifyin hrase oS 
23 “IS Chronic brain syndrome, assoc. wi th GerecnE Te a Livi BE e Rerosis _ ves Gq no 
5 = 20e. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury In Part | or Pert Il of item 18.) 
> & | OR CONTRIBUTING [] CAUSE OF DEATH 
= G | (IF EITHER, NOTIFY MEDICAL EXAMINER) eee 
& x 20c. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) {Stete) 
= g Piste Pin While __ Not While fectory, street, office bldg., etc.) | 
ms *E 2 eS 19 et work [_] #t work —— i bathe” 
a 
5 
re 
| 
a 
a 
° 
a 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


/) o 
2 Rly DIREGTOR’S. SIGNATURE ‘ADRESS 
VR AIS (4) VAA 7 
20M 5-6 = + 
\ 


‘ 


The law requires that the death certificate be executed within 24 hours after death. 
Pages 1 and 


ician and completely filled in by the funeral 


jing ph 
le Then pleas 
, cremation, or removal, 


ed by the attend 
ansit 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


any event, within 72 hours after de 


remove carbon papers. 


| 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to buri 


d 


o . 
kesville 1Ovrlimos) dys 
a NAME OF HOSPITAL OR INSTITUTION (if not in hospltaf, give street addréss) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12175 CERTIFICATE OF DEATH a9 gt 


1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a, COUNTY a. STATE b. COUNTY 


Ma as a 
c. CITY OR To (if outside corporate iimits, write RURAL and give néarest town) 


Tener aa 


~ [SS 5 RESIDENCE 
ee Ane 22. New Char les Bt. ves] ‘nol 


Carroll MARYLAND 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b 
write RURAL Mt give neareet town) 


— a 6 E fin 
3. NAME OF First Middl ; Month Yea 
DECEASED date Last 4. DATE n Day 
(Type or print) PRAN ” “<a 


5. SEX 
Male 


6. COLOR OR RACE 
White 


8. DATE OF BIRTH 


1-23-1880 


9, AGE in ars [1 YEAR|IF UNDER 24 HRS. 
"S} day) [Months | Days | Hours Min. 
yrs. 


7. MARRIED ["] NEVER MARRIED [_] 
WIDOWED [>t DivorceDT_] 


10a, USUAL OCCUPATION (Give Kind of work done | 10b. KIND OF BUSINESS OR Ii. BIRTHPLACE (County & State, or ae country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
nknown Unknown Czechoslovakia U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT ‘Address 
(Yes, no, or unkown) |(Ifyes give war or dates of service) 
No Unknown Records, Springfield State H - 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN 
melo spiny mah 5 crate es, : eee Sn! 
~ IMMEDIATE CausE (2) Arteriosclerotic heart disease _ Years 
ie f DUE To 
Conditions, If any, which w__Generalized arteriosclerosis Years 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause tast. (c). 


FS PART 1. OTHERS GHIFIGRNT GONDYT VOWS CORTRIEU TINE TODEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVEN IN PART (a) [19. WAS AUTOPSY 
&e + - Ss, oS : : “ 
&| Chronic. brain (Gj ssocjated with, circu wi 
2 | cere ral arter: Mf + id ¢irculatory disturbance, with | ves[] sod 
= Ga. ACCIDENT WAS_UNDERLYING 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& On CONTRIBUTING [5] CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= | 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County (State) 
a Hour a.m. factory, street, office bidg., etc.) 
fi while im While 
= p.m, 19 at work] at work im) 
21. | certify that (1) (this ig ibe ote a et d the nati from. oo LO=5-54) 19 __, that (I) (we) tast 
saw the deceased alive pro toh rahi and that death occurred Pare icon causes and on the date stated above. 
a. SIGNATURE 7 22. DATE SIGNED 
ATTENDING MED. STAFF 
Wak PaYS S )_Bintctor CO] avs. fc} | 10-6-6) 
y aoe 7 : 
Pee. NS B 22d. ADDRESS Springfield State Hospital 
i i Fs . ; * 


DATE THEREOF ‘OCATION (Clty, town or county) (tate) 


230, 


23a. REMOVAL ASrecITy NAME OF CEMETERY OR ges 


VR AIS (¢ 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ‘ hours after death. \ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ooh 


Rid 12176 CERTIFICATE OF DEATH 345 
SEs 1. PLACE OF DEATH @, USUAL RESIDENCE (Where deceased lived, 1f institution: Residence before adgalssion) 
eee BF a. STATE 9 ogunty ; 
278 Carroll MARYLAND vary land Baltimore Git 
os b. CITY OR TOWN (If outside cor pprate. Umits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
BE 2 write RURAL and give nearest town) 
£8 Syke svi lle yrs.llmos.5dy#. _ Baltimore iv if 
win d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street eddress) || d. STREET ADDRESS e TS RESIDENCE 
2sr 4 . 
ees (J Springfield State Hospital 2915 Edison Highway ves] _nobdl 
23: 3. ye ct First Middle Lest | 4. DATE Month Day Year 
3 
S83 (ype or print) ROSE BARBARA SENGER ini October 12 19 6 
ses 5. SEX 6. CDLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[]| ® DATE OF BIRTH 3. AGE (years [IF UNDER 1 YEAR TF UNDER 24 HRS. 
HM Months | Days | Hours | Min. 
Bez Female White WIDOWED PK] pivorceo[]| 12-27-1879 84 ys. | 7 
Me 108. USUAL OCCUPATION (Give Kind of work done) 10b. KIND DF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3S 8a during most of working ilfe, even If retired) INDUSTRY COUNTRY? 
pes Housewife Maryland U.S.A. 
—) 13. Fi ER’! , 4 
Z i: ATHER’S NAMES Chan 14. MOTHER'S “ated be z= 
te John Beckman Martha Krieglesitein™ a 
2° 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
pes S (Yes, no, of unkown) ae 
. bg No 216-03-1510 | Records, Springfield State Hospital 
S28 18. CAUSE OF DEATH [Enter oni ; (), 5 INTERVAL BETWEEN 
mee 3 8. EATH [Enter only one cause per line for (a), (b), end (c).1 PEA ID DEATH 
Bes PART |. DEATH WAS CAUSED BY: 5 
ges ___ IMMEDIATE CAUSE (2), Days 
3] Yl DUE TO , 4 
353 Conditions, tf eny, which o__Arteriosclerotic heart disease Years 
se i gave rise to immediate 
Ee cause (e), stating the ( DUE TO . . ’ 
age underlying cause last. «Generalized arteriosclerosis Years 
oe 5 | PARTI. OTHER SI a cae INS CONTRIBUTING TO DEATH BUT NOT RELATED TOT! au INAL DISEASECONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
282 |5 hronic brain ie wh cere arteriosclerosis, PERFORMED? 
853 ~ [2] with psychotic *Feaction yes [] No xl 
sez = | 20a. AccIDENT WAS UNDERLYING 20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Pert | or Part I of Item 18.) 
Sus & | OR CONTRIBUTING [) CAUSE OF DEATH 
823 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
288 = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, ferm,) 20f. (Clty or town) (County) Ctatey 
Lee B Hour a.m. while Not While factory, street, office bidg., etc.) 
fe5 Z m1, 19 at workL_} at work | 
ae g 21. | certify that (I) (this Uy attended the deceased from Z Bayes 9. 19___, that (D (we) last 
S2s saw the deceased alive 0 a and that death occurred at! 2m#ibm the causes and on the date stated above. 
Bink ‘22b. DATE SIGNED 
4 ATTENDING MED. STAFF 
aes (1 Birtcror C1 Pays, Et| 10-12-6), 
Ze fave cine) melt ea abprEss Springfield State Hospital 
Hsu / Agustin del Campo, #. Sykesville, Maryland 
Res 23a. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY i CREMATORY 23d. LOGATION (City, town or county) (State) 
oF REMOVAL (Specify) 
z= puray 10/15/64, Holy Redeemer Cemetery Baltimore, Md, 
iceman Hig ed ‘ADDRESS 25a. REC'D BY REGISTRAR | 25D. REGISTRAR'S SIGNATURE 
Schimunek Funeral Home, Inc Al 
’ ° Ltery 
15M aN 3931 Brehms lane 213 oaOCT 14 1964» Log Vey wl 


rd >’ 
PSa §€ 
ss. 
g5e 5 
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2 
Bec 8 
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Paz = 
et ta = 
ees 2 
gs = 
ae 
$¢s =& 
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eon 7 
e..& 2 
als & 
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BE & 
£2 ao J 
<«=E EF 
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ess 5 
BN oe 
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id be forwarded to the 


director. Page 4 shoul 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be us: 


TO DEPUTY : = i i 
please execute the certificate, writing the 


VR A1SME 
3500 4-64 


burial, cremation, or removal, and in any eve 


of Health or its designated agent, prior to 


% 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


124 pas | MEDICAL EXAMINER'S CERTIFICATE OF DEATH 16] 5 
i 


1. PLACE OF DEATH 2. = Sm RESIDENCE (Where deceated lived, If Institution: Residence before admlsston) 
6. COUNTY 8 b. COUNTY 
Carroll MARYLAND Maryland 
b. CITY OR TOWN (If outside corporete limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR IN (If outside corporete limits, write RURAL end give nearest town) 
write RURAL end give nearest town) 
Sykesville X__ Sykesville 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d, STREET ADDRESS e mk ee 
Box 281 H Route 1 | Box 281 H Route i yesL) no( 
3. a First Middle Lest | 4, eae Month j Day Yeer 
(ype or print) __ Bessie M. Segerman DEATH Oetobér ,2657 19 


5. SEX 6. COLOR OR RACE 


7, MARRIED [~] NEVER MARRIED [_} 8. DATE OF BIRTH 
WIDOWED fC] DIVORCED {"] Jan. 2 


9. AGE (in peers Tae EAR|IF UNCER 24 HRS, 
last birthdey) (Months | Days | Hours | Min. 


yrs. 
10a, USUAL OCCUPATION (Give kind of work done | 10b. KINO OF BUSINESS OR Tl. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Housewife Home Baltimore ; Maryla Bs. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN Ax 
Mary Kennelly 
WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIAL |. | 17. INFORMA s 
(Yes, no, Peete) (If yes give war or dates of service) Me ee | rae a BYE 281 H Route 1 


212-01-5731 
ine for (a), (B), end (C).J 


Mr. Charles D. enserees: Sykesville, Md, 


INTERVAL BETWEEN 
¥ J Sorani ie eat ed AND DEBTH 


19. WAS AUTOPSY 
PERFORMED? 


yes [] NO bg 


None 

18. CAUSE OF OEATH [Enter only one cause 

PART |. DEATH WAS CAUSED BY: 
IMMEOIATE CAUSE {a). 


Oe ad 
DUE TO 


ES, , 4 
Conditions, If any, which ) 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONOITION GIVEN IN PART 1(a) 


20a. EXTERNAL CAUSE WAS 
PRIMARY [} or CONTRIBUTING [1] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Pert | or Pert 11 of Item 18.) 


20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m. while Not While factory, street, office bldg., etc.) 


Mm. 19 et work] at work 
21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection $<], Inquiry [_], and in my opinlon 
death resulted from: —_Natural caus’ : Accident [—], Suicide [_], Homicide [_], Undetermined manner oO 

CHIEF MEDICAL EXAMINER [_] 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


ACTUAL . DATE S)GNED 
SIGNATUR wip, ASSISTANT MEDICAL EXAMINER [—] fo zg 

D EDICAL EXAMINE! 4 sy 
EXAMINER'S 13, E 
NAME (Type) 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY be LOCATION (City, town oF county) (Stete) 
REMOVAL (Specify) 


Bu 10/29/ a. RTT: Baltimore, Maryland 
24. FUNERAL DIRECTOR ADDRESS 12 ia. a BY 7 164 2 rear R'S SIGNATURE. 
De Ss es LPL BdgnD CT 27 1964 [on bg Daye 


23a. RENDWA, Srect ON, 


MARYLAND STATE DEPARTMENT OF HEALTH 
- DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


\ 


> 
- 12178 CERTIFICATE OF DEATH 16152 
eos sae = 
2 S a 1 ea Ad DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residenca belore edmission) 
25 e &. STATE b. COUNTY 
4 eng Carroll MARYLAND || Maryland _ Carroll 
2 Sy% B. CITY OR TOWN (if outside comporate limits, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest lown) 
« Fas write RURAL and give nearest town) . 4 4 
O ‘cms Westminster 50 yrs + )7 Westminster 
£8 es d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) ) ¢. STREET ADDRESS = “fier es 
Mme te | AFAI 
[ 3 “ | 49 Penna. Avenue _ ___|| 49 Penna. Avenue 
s Nn . NAME OF —n, = ~ Middle re “Last . DATE Month Dey 
fe} DECEASED OF 
ae (Type or print) WALTER LEE SHIPLEY DEATH October 19, 
§= 5. SEX [6 COLOR OR RACE) 7, aRReD PEL] NEVER MARRIED 8. DATE OF BIRTH |, AGE (In years |IF UNDER 1 YEAR 
aS male white ze O s best bisthday) [Months] Devs 
a wow]  pivorceo[]| Sept.12, 1889 752 


Wa. USUAL OCCUPATION (Give kind of work 
dona during most of werking fife, even if retired) 


retired carpenter 
. FATHER'SNAME 


Octavius Shipley 


}. WAS DECEASED EVER IN U.S. ARMED FORCES? 
no, or unkown) | (yes givewarordatesofservica) 


10b. KIND OF BUSINESS OR INDUSTRY 


and Sheriff 


Tl. BIRTHPLACE (County & State, or loreign country) Tae CITIZEN OF WHAT COUNTRY? 


Sandymount, Carroll Boni) WaSvas 


14. MOTHER'S MAIDEN NAME 


Elizabeth Lee 


17, INFORMANT Address 


Mrs. Mazie Pauline Shipley 


©) 


16. SOCIAL SECURITY NO, 


219-20-2437 
Pande 


ly 


same 


18. CAUSE OF DEATH [Enter only one cause per line for (a), 
LY 


PART |. DEATH WAS CAUSED BY: , 
IMMEDIATE CAUSE [a)_? 


f | DUE TO 
Conditions, if eny, which (b) 


gave rise fo immediate cause 
(a), stating the underlying f OVETO 
causa lost. 


that the death certificate be executed 


The law requir 
attending physician. 
the attending physician and complete! 


permit. Then please remove 


INTERVAL BETWEEN 
ONSET ANDDeATH 


by 


ig 


20a, ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [1] CAUSE OF H 
(IF EITHER, NOTIFY MEDICAL &KAMINER) 


20c, TIME OF INJURY Month, Day, Year 
Hour e.m, 
p.m, Ww 


21. 1 certify that (I) (this hospital) attended th ased from f....tn. dee a4 
res Sead , and thaf death occured from the cause# and on tHe dafe stated above, 


MEDICAL CERTIFICATION 


20d. INJURY OCCURRI - PLACE OF INJURY [Hone 
While While factory, street, office bldg., 
at work [ ] et work [7] == 


ATTENDING PHYSICIAN: 
be retained by the hospital or 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


director, page 3 should be detached for use as the burial-transit 


TO FUNERAL DIRECTOR: After this certificate has been signed 


9 STAFF a SI 
2 }_ PHYS. fo-lp-e, 
Ho ? Pad 
a 
a* / uate 
23 : i 23d, LOCATION (City, town or coynty) (Stat 
L i F 
9° ™Sirial” 10/21/64 Krider's Cemetery Rural Westminster, Maryland_ 


25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


IE ten D oy Yeatge. 


VRAIS (4) | 4 FUNERAL DIRECTOR'S SIGNAT ADDRESS 
1SM 7/61 ras PE TRGO, pe, Litofrnine. te , ek 


vat) CT 23 10 ia 4 


fter death. 


The law requires that the death certificate be executed within 24 hours a 


or attending physician. 


@ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


ss 
e 
@: 
b=] 
3 
2 
i 
= 
a= 
2 
a=] 
2 
2 
me 
a 
Pad 
Ss 
2 
2 
2 
8 
ze 
2 
2 
8 
Ss 
= 
a5 
go 
fan 
oi 
£25 
Lore 
> 
£2 
u0< 
2 
fa 
so 
BY 
°s 
ge 
ea 
=o 
a 
@ 
siz 
as 
=] 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12179 CERTIFICATE OF DEATH 16153 


eh, 


, 


rs 
sv 7 = 2 
eso 1. PLACE OF igh 2. USUAL RESIDENCE (Where deceased lived, If institution: Residenge before admisdfon) 
503 a. COUNTY / 7 a 
ie j . STATE b. coUNTY #-t 
fue rate marYLAND ||__ avy lana iaete 4 

go b. CITY OR TOWN (If outside oiled limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
BE 2 S Ke R 7 [é neare town) DEL Ptt { rs. 
=. 3 wf ‘a oly { sal A [ Loe a 
zy an aN E OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) @. STREET ADDRESS ao F ; ] 6. TS RESIDENCE 
She | Springpietd State Hoserda€ | (gy 6 METZEROTT: RBAG wl) wh 
23: 3. eed um wv First Coh Last / 4. Odd Month Day Year 
@ 
282 (Type or print) Vv ohen Sieve DEATH LG: be 19 6 

ss orm A 
Boe 5. SEX 6. COLOR OR RACE |7, MARRIED [~] NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (ie ears | IFUNDER 1 YEAR|IF UNDER 24 HRS. 
hed 2a) (im -| "last chday) lMonths! Days | Hours | Min. 
wen = NTE a S- ISI | Days | Hours | Min. 
ges WIDOWED ao DIVORCED {_]} s-7 LI yrs. 
pind 10a. USUAL OCCUPATION (Give Kind of work done| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or fo .ign country) | 12. CITIZEN OF WHAT Ut 
22 during most of working life, even Ijretired) INDUSTRY COUNTRY? £ 
28 Mouse wife Poland Natura lez ent 
= 


13. FATHER'S NAME 


Bef 14. MOTHER'S MAIDEN NAME 5 
ao a 

Bes Aaron Cohen iv @mMVne / 
rape 15. WAS DECEASED EVER INU-S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17, INFORMANT Address 73 7 b M € ¥ze woke 
=O: (Yes, no, or unkown) | (Ifyes give war or dates of service) i elle 
AG Na mohe  |Mys.Hemrretta Sellzey . sivir Mk 
ag = MO 
_ 8 18, CAUSE OF DEATH fEnter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
Pied PART |. DEATH WAS CAUSED BY: : ONSET AND DEATH 
gs ; IMMEDIATE CAUSE (a). 


ed 
Tuan DUE TO ‘ Salah 
Conditions, If any, which rte rio scleyoyie eres 
(b). 
gave rise to Immediate W) & a ‘Sease, 
cause (a), stating the DUE TO Heav ' 
underlying cause last. (©). | 
PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
ok hd mgr, Qenevak avteosclorosis 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part T or Part II of Item 18.) 
OR CONTRIBUTING {") CAUSE OF DEATH 
(IF EITHER, NOTI JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 19 


21. | certify that (I) (this hospital) attended the deceased from. U # 1h F to. + cs 19. that (f) (we) last 
saw the deceased alive ad bee gd 19.64 _, and that death occurred atyy>°lM, from the causes and on the date stated above. 


tint sd 22. DATE SIGNED 
DIN MED. STAFF y, 
: th2obinen~_ mp. PHYS.’ )_Binecror [1] HVS. LO (7 196% 


19. WAS AUTOPSY 
PERFORMED? 
yes [] No 


20d, INJURY OCCURRED 


While. Not While 
at work] at work _| 


‘200, PLACE OF INJURY (Home, farm, 


‘20f. (City or town) (County) (State) 
factory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial 


22c. PHYSICIAN'S 22d. ADDRESS 
/ bia as Bodmer 8.8 Ss lle 
23a. ae! CREMATTON,| 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR-OREMATORY 23d. LOCATION (City, town or county) SI ite) 
SrA be | OCT 19, /964 | KISS OAV mENphit CADE Faces cn dpe Va. 
24. UNERAL DIRECTOR ADDRESS 25a. REC'D REGISTRAR | 25b. ee hae SIGNATURE 
aaa B rasaynats (dnc Best or 1h oe OCT 20 1984 / Leer adige 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 


ss 


that the death certificate be executed within 24 hours after death, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


15M 


VR AIS ( 
4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12130 CERTIFICATE OF DEATH 16154 


1 ee 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before adm{ssion) 


“i Mi b. COUNTY 
Carroll ow 


MARYLAND aryland. M On bg Oe Py reared toNny 
b. CITY OR TOWN (if outside oa orate limits, ley LENGTH OF STAY IN 2b || c. Ma: R TOWN (if outside corporate limits, write RURAL end give nearest town) 


sylesmtee nearest. town) 


bon papers. Pages 1 ang 


- 
3 
P= 
3S 
¢ 
3 rs.6mos.27dy¥s. _ Pool. - & LP XR. 
a d. NAME OF HOSPITAL OR INSTITUTION (If not in hospha al, give street address) || d. STREET ADDRESS @, 1S RESIDENCE 
a Springfield State Hospital SB nol 
s pringfie e Hospita ves fx} no] 
= 
se EF eres First an eet 4 ae Month Dey Yeer 
8% Eppes puted) JAMES PRESTON SMITH DEATH October 15 
ee 5. SEX ©. COLOR OR RACE | 7. MARRIED [~) NEVER MARRIED [Z] | & DATE OF BIRTH 9. AGE (In as Tete TERR deunserTitts (FUNDER 24 RS, 
He s Ts O us) one birthday) (Months | Days Phe of brow Min. 
Es Male White wivowep [7] pivorcep{_]| 1910 yrs. 
Pan 10a, USUAL OCCUPATION (Give Kind of work done] 0b. KIND OF BUSINESS OR Ti, BIRTHPLACE (County a= or forean county) | 12, CITIZEN eat 
2s during most of working life, even If retired) INDUSTRY 
= Dependent Virginia UsS eA é 
13. FATHER’S NAME 74, MOTHER'S MAIDEN NAME 
WILLIAM E. SMITH Ida Kegley 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) |(Ifyesgive war or dates of service) P 2 A 
No None Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter oniy one cause per line for (a), (b), and (c).] INTERVAL BETWEEN | 
PART |. DEATH WAS CAUSED BY: , F yl gas ede 
__.. _ IMMEDIATE cause ()__Bilateral bronchopneumonia, extensive 
nD 7b DUE To 4 : 
Conditions, if any, which ) Chronic lung disease Years 
gave rise to Immediate 
cause (e), stating the DUE TO ‘ ‘ 
underlying ceuse last, @ Cystic lung disease, bilateral Years 
2 PARTI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPARTi(@) ]?9. Was AUTOPSY 
O|\g|Mental deficiency without psychosis, imbecility, plus spastic ves] No Lt 


‘20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [) CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part 1 or Part II of item 18.) 


20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, 
Hour a.m, While —,Not white factory, street, office bidg., etc.) 
p.m. 19 at work L} at work 


21. | certify that (1) (this hospital) “7 the deceased fro Beesey 0.= 19____, that (I) (we) last 
saw the deceased alive o 10-15-6 19____, and that death occurred at— ; trom the causes and on the date stated above, 
22a Pe bs; 22b. DATE SIGNED 
eather uo. SOME Brn SAE | 10-25-61 
fe. PI FSIGIAN'S : 5 22d, ADDRESS Opringrie “tate ilospi 
me) Agustin del Campg, M. D. | Sykesville, Maryland 
BURIAL, CREMATION,| 2b. DATE THEREOF | 3c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) 


20f. (City or town) (County) (Stete) 


MEDICAL CERTIFICATION 


23a. 


director, page 3 should be detached for use as the burial-transit permit. Then plea 
should be filed with the State Dept. of Health prior to burial, cremation, or remova 


State) 


REMOVAL (Speclty) 


Fe Oi OO. On * 
25a, REC'D BY REGISTR 25b. REGISTRAR’S SIGNATURE 


oae OCT 26 1984 Wlinybloy “ sgt 


MARYLAND STATE DEPARTMENT OF HEALTH 
ery OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12784 CERTIFICATE OF DEATH 1 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Ri 


. COUN’ 
STATE b. 
CAI ROKK <_o MWR RLAM “CARROL 
b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN 1b ATY OR TOWN (If outside corporate limits, write RURAL end give naarast town) 


last birthday) [Months | Deys | Hours jes 
yrs 


7. MARRIED [_] NEVER MARRIED pons Sle Lia) 
W WIDOWED [_] _ DIVORCED Y G02 b 2 5 ‘ 
1D. Rid OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE L102 %& Slete, or foreign cauntry) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, evan if retirad) 


CoLLeGk - FREWNEH  \TEACHER 
13. FATHER’S NAME 


SMITH SWBOER 


remove carbon 


. 

si 

a re) ite a and LIN nearest 23 Pye 

3ee ZbAYS Li a Y/N Db SOR. 335 ae 
= 2 ¢ dad aS. Ei LAL NV a ¥ a A not in hospital, give street address) | d. STREET ADDRESS e. ER ak 
= a 

3yh Aepaib bonrrG chi flosp | «syed ST st) Nop 
Ban ‘Middle = 4 DATE Month Dey Yeor a 
a a DECEASED 

bef |e MLRGAL, cel. A 2 
2 = 5. KS ROR RACE f (In yeors | FU YEAR| IF UNDER 24 HRS. 
ses 

3o° 

rad 


MARVLPND ‘s USA 


14. MOTHER’S MAIDEN NAME 


EMMA L ENELAR 


ea 


ie WAS Me mn IN U.S. ats ronan) 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
D (2-32-3420 PHILIP _SYADER NEW Winds of, Db 
18. CAUSE ‘ATH [Enter only one cause par line for (a), (b), end (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY; ONSET AND DEATH 


IMMEDIATE CAUSE (a) 


j DUE TO SP y Loin 
Conditions, if any, which © eteatete’ Cares 4 ot 


ave rise to immediate cause 
(a), stating the underlying ( OVETO 
cause last, (e) | 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN NIN PA PART 1(a) 


19. WAS AUTOPSY 


Ps 
g a 7 : PERFORMED? 
1h . ferent! oe 2. = ves [] NO [ee 
FE | 200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of itam 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
< [20e. TIME OF INJURY Month, Dey, Yeor ] 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, sey 20%. (City or town) (County) ~{Stete) 
Fay Hour e.m. While __Not While factory, street, offiea bldg., etc.) 
3 an ” et work [_] at work [_] 
21. I certify that (I) (this hospitel) attended the deceased from...© x F. ty Ey to... CGE Mh, 19.4Y, that (I) (we) last 
saw the deceased alive on. 14 , and that death occurred a! , from the causes and on the date stated ebove. 


22b. DATE 


22a, SIGNATU! 
Qa & Kenobi — an ay Set wnfufere 
Ze. PHYSICEAN'S 32d. ADDRESS i 
NAME (Type) ry Hel So z YRS HEY B.D ’ 


330, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY _ LOCATION = town or county) (Siete) 


joys BORE: Le Oar 19 -L9CY¢ PIPE CREEK rove Wha alae, — 


24 POM. okie Ss lee ¥ é Fl PS. ae “OCT "a"igha wal > ecwvns St ae E & 


director, page 3 should be detached for use as the burial-transit permit. Then 
be filed with the State Dept. of Health prior to burial, cremation, or removal 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending 


VR AIS (4) 
20M 5-63 


Id 


oe ike funeral 
fes-trand 2 s| 
flee deat 


sician and completely fi 
ove carbon papers. Pa: 
y event, within 72 hours’a! 


& 


or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending. 


director, page 3 should be detached for use as the burial-transit permit. Then 
be filed with the State Dept. of Health prior to burial, cremation, or removal, 


ae 
6 
ie 
2: 
3 
Hf: 
3 
2 
(3 
~ 
o 
a 
<£ 
3 
3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


YR AIS (4) 
20M 5-6 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


9 | 5 
Peer EB CERTIFICATE OF DEATH 16 5 f 
poco, cane ae _|| Z USUAL RESIDENCE (Where deceased lived, If inslitution: Residence before edmission) 
om 5 4 b, COUNTY 
Carroll MARYLAND aoe Maryl and ‘Ca. ak 
b, CITY OR TOWN [if outside corporate fimils, ¢, LENGTH OF STAY IN 1b <. CITY OR TOWN (ff outside corporate limits, write sf ele neerest town) 


write RURAL end give nearest town) 


Westminster 2hrs. x Rural--Westminster 
. NAME OF HOSPITAL OR INSTITUTION {it not In hospital, give strae! address) d. STREET ADDRESS 1S RESIDENCE 
{ R. D 2 ON A FARM? 
|__ Carroll General Hospital : ves [] NO Bd 


| 3. NAME OF First Middle an. ae, | “DATE Month Dey ~Yeer 


DECEASED 
(Type or print) SEATH am 
7 Lt BOY SwyDER 9. es = IF UNDER 1 YE, IF OF 


5, SEX 6. COLOR OR RACE)7, mARRieD [_] NEVER MARRIED XX] | 5+ DATE OF BIRTH Se i Te | 
ont slik eys | urs Min, 


MALE WHITE | woowo  ovorot]| GCT yi 1964 | 


108. USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) “| 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if relired) 


none none Montg. Co., Maryland! U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
James A. Snyder Audrey J. Shipley 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | {Ifyes give wererdates of service) 
----- none James A. Snyder, same as # 2 
18. CAUSE OF DEATH [Enter only one ceuse per line for (8), (b), end (c).] ig ") INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: U y ONE 
IMMEDIATE CAUSE (e) eZ a MD aege™s _ ; — 
DUE TO 
Conditions, if any, which {b) ‘ = 
geve rise to immediete couse . a a 
(®), steting the underlying DUE TO 
couse last, =. te) o | - 
F3 PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ne w eral ihe 
= 
iO 
Sie + gs [aliavedlal) 
= | 200. ACCIDENT WAS UNDERLYING [} 20b, DESCRIBE HOW INJUR' CCURRED. (Ent iT In Pert I or Pert II of item 1B.) 
& | oR CONTRIBUTING L] CAUSE OF DEATH He pa IE De al 
© | (F EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, ; 20f (City or town} {County} (Stete) 
= gae ack While __ Not While tectory, street, office bldg., ete.) | 
g Or 19 et work [] et work [_] ' 


eden 2.7, that (1) (we) last 
, from the causes sari on the date stated above. 


2. 1 certify that (I) (this hospital) altended the deceased from..........g-.Wdf... 
(4) = 19a a and that death occurred at; 


22b. Ar 
q ATTENDING 4» STAFF SIGNI 
Mp. | PHYS. DIRECTOR (3 prays. (] 


ICIAN’S 22d. ADI 


MOMWIEL C. WELLIVEN. [WE STH STER_MALIAN 


saw the deceased alive on..........1 2 JL... 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 


“BURIAL” | 10-9-1964 


Damascus aryland. 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 25e. REC’D BY REGISTRAR | 25b. ‘REGISTRAR’S SIGNATURE 


C.M. Waltz, Box 241,Sykesville, Md, lom(cT fLsanrltg Sasteh 


7, / 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


4 tJ ___ CERTIFICATE OF DEATH 16157, 


= 3 
é 8 U PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, If inslilulion: Residence before admission) 
4 ‘ni ©. “EA b. COUNTY 
Hee aaa i: Rg o Le ___ MARYLAND _ ARVAAND CARROLL 
ee b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Ib c , ‘OR TO) If outside corporete limits, writa RURAL and give nearest town) 
>. = write RURAL and give nearest town) 
Sos LASAWT (ALLE, SYWRS REMAN CH ESTER a 
& a d. NAME OF HOSPITAL OR INSTITUTION tite net in hospital, give street eddress) d, STREET ADDRESS: 0 IS yes 
"3 oh ON A FARM 
PLEASANT VALLEY Boarninve~ Moa | ID e vest] 6 
rg. NAME OF First Middle fast 4, DATE Month Dey “Yeer 


DECEASED 


type or oo) AUT] NAIA] STAM BAUCH DEATH OUT 36 wb 4? 


5. SEX 6. COLOR Of RACE|7. mappieD [_] NEVER sean 8. DATE OF BIRTH 9. AGE {In years /IF UNDER T YEAR| IF UNDER 24 HRS. 
last birthday) \"Months | Days 
wivowengt], —bivorcep [“] T§ 2? pAas Ze eae) ——ss 
1s. USUAL TER IME Y (Give kind ot work | 10b, KIND OF BUSINESS OR ia ae 1. TLARS (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
jone during most of working fan if retired) A A 
| Moana VLAW D> (eel? eo 


OV. Ss EWE, 
ae CA 4 C |AIDEN NAME ay 


PREWE LITTLE 


fl 


oon |W 


s@ remove carbon papers. Pages 1 and 2 should 
in any event, within 72 hours atter death. 


physician and completely 


DPWIEL Ro 


15. WAS DECEASED EVER IN U. RM ED OME 16. SOCIAL SECURITY NO.) 17, INFORMANT Address S$VC4s Wile, $7 


{¥as, np, or unkown) | (Ifyesgive ‘or detes of service 
"219 = 20 ~OBS pyycpyvR ARS EOWUC BUCHMAN UES PUMSTER 


18. GAUSE OF DEATH {Enter only one cause se per line for (a), (b), and (c).. a] INTERVAL BETWEEN. 


DEAT! 
Par ciotony vas cree UE Pr A Monts 


f< DUE TO 


Pe i i 23} wARTEBIOSCLEROTIC. CARDIOVAS ULAR Reus _TYEARS 


di 


gave rise to immediete couse _ 
{e), stating the underlying f PVE TO DISEA 


peatse tren (e) ee SS 

z PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 s WAS AUTOPSY 
— eI 

5 ves [] no (J 
$ [200. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 1B.) a 5 8 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
G | (F EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY pierre 20f. (City or town) (County) (State) 
7 Hearusaert: While ___Not While fectory, street, office bldg., etc.) | 
8 ih 19 jat work [] et work [] 


2. 1 certify that (I) (this bey “2h the weer. fromwJf: J “GF that (1) (we) last 
+o eee CD’: Raat higed that death occurred tales , from the causes and on the date stated above. 


ATTENDI MED. STAFF 
Hf Dion. mp, | PHYS. (Biron D) rrvs. ]0- 5 “LY 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


'be retained by the hospital or attending physician. 


saw the deceased alive on.’ 


aaa) 


TO FUNERAL DIRECTOR: After this certificate has been signed by the 


be filed with the State Dept. of Health prior to burial, cremation, or rem 


director, page 3 should be defached for use as the burial-transit permit. 


cm 22c. PI N’ 22d. ADDRESS 
Ped “PAVIEL T. WEWLIVER. | WESTMIMC TE MARYCAWD 
Qs FECHEMATION, | 236, DATE THEREOF | 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town er county) ~ (State) 
o% AL Ware 4. Ub BA My Ba et Loch COUMTERY Dlact heck _fA- 
i VR AIS (4) IERAL DIRECTOR'S SIGNATI "ADDRESS 2Se./REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
sm 7-62 | _ WESTHMSTER, A Co \orr NOY 2 1964 7 4 Chin vlog Qeedge_ 


ae _I 


/ 


_ FOR STATE 
a HEALTH DEP 


ice along with form PM3. Page 5 may be 


3s... 


ay 


id be executed within 24 hours after death. If any del 


INER: This certificate shou! 


TO DEPUTY wl EXAM 


3 to the funeral 


ile pages 1 and 2 with the State Departms 
in any event within 72 hours after gé 


in Item 18. Give Pages 1, 2, and 


Examiner's Offi 


F 


cremation, or rem 


writing the word “pending” in pen 


t, prior to burial 


please execute the certificate, 
of Health or its designated agen 


director. Page 4 should be forwarded to the Chief Medica’ 
retained for your files. e 
10 FUNERAL DIRECTOR: Page 3 should be used as a burlal-transit permi 


VR ALSME 
3500 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


918% MEDICAL EXAMINER’S CERTIFICATE OF DEATH 146758 
id ea DEATH 2. USUAL RESIDENCE (Where deceased ne a Ca Residence before admission) 
Carroll MARYLAND See Maryland oy Carroll 


b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH DF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and glve nearest town) ; 


Finksburg, RD 9 months A Finksburg RD 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 


‘ p.o. Box 53 


8. IS RESIDENCE 
ON A FARM? 


ves) no &) 
3. fetbies First Middle Last 4 ya Month Day Year 
(Type or print) EDWARD LEE STILTNER beatH October 9 19 64 
5. SEX 6, COLOR OR RACE | 7, MARRIEDIC) N D 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |IF UNDER 24HRS, 
male ae 7a DEVE enn (EOL) last birthday) Months | Days | Hours | Min. 
w e WIDOWED [-] pivorced{]| May 1, 1928 36 yrs. 
108, USUAL OCCUPATION (Give Kind of warkdone| 10b. KIND OF BUSINESS OR Tl. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY ’ A COUNTRY? 
factory worker ki Factory Virginia U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
4 Nora Wimmer 
15. WAS DECEASED EVER INU,S. ARMED FORCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) a : 
-- -- 229-26-0317 Shirley Ann Stiltner same 


18. CAUSE OF DEATH [Enter only one cause ner, 
PART |. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (a). 
* DUE TO 

Conditions, If any, which (b). 

gave rise to Immediate 

cause (a), stating the DUE TO 

underlying cause last. (c) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 2(8) 


{@), (oy and (c).} 


INTERVAL BETWEEN 
DMSET Al TH 


19. WAS AUTOPSY 


PERFORMED? 
while Not While 


ves [] Ee 
at work at work De. 


described abpve, held an Autopsy [_], Inspection x: Inquiry [_], and in my pinion 
ccident [_], Suicide [_], Homicide Dg), Undetermined manner [_] 

A CHIEF MEDICAL EXAMINER [_] 
m.p, ASSISTANT MEDICAL EXAMINER [_] 22, DATE SIGNED 


20a. EXTE! 
PRIMARY 
CAUSE 01 


20c. TIME OF INJURY Month, Day, Year 


NAL CAUSE WAS 
or CONTRIBUTING [] 
EATH. 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR' 


DEPUTY MEDICAL EXAMIN o- 
EXAMINER'S 
NAME (Type) Address (Street, city, LAY “eel 
23a. BURIAL, CREMAZION,) 23. DATE THEREOF 23c. NAME DF CEMETERY DR CREMATORY 2d. LDCATION (City, town or county) Gtate) 


remove” | 10/12/64 


Deel Cemetery rural Srna Vi red nia 

7 FUNERAL DIRECTOR ADDRESS _ Sa, REC'D BY REGISTRAR | 25. REGISTRAR'S SIGNATURE 

+3. ie i. sua OcT 1 "Caen LE eter 
—— r ; Ae Bie # a 


\s 


fter death. 


The law requires that the death certificate be executed within 24 hours a 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


t 
VR ALS (4) V3 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, 16159 


42t88 CERTIFICATE OF DEATH 6194 


1. PLACE OF DI 


tele. ty 2. USUAL RESIOENCE “lhe ecease id x : iiloe 1O1 ore admission) 
a, ST 
hrtrd MARYLAND Meer fu ‘ Atak 
b. CITY OR A (If outside cor; porate Umits, c. LENGTH OF STAY IN 1b |) c. CT TOWN Laide Of — “eg limits, write RURAL end give nearest town) 
write RU! ait deer town) I Oct pa2 
trig hes 2 
nd. AME OF ostiinit y) INS Ma not In hospital, give street Address) a. xe ie (eke 


@. IS RESIDENCE 
Mk. oe za 1 fe ee 


3. NAME OF SLE Middle Last . DATE M. Day Year 
Le 


within 72 hours after d 


and completely filled in by the fune, 
emove carbon papers. Pages 1 


DECEASED 

a (Type or print) Stocks DA —s er 19 64- 
2 Lo me 6. TA OR DATE OF 14 9. AGE (In years] IFUNDER 1 VEAR|IF UNDER 24 HRS. 

js 7. {E Wwe EVER MARRIEO i BER 1 EE Cee 

pa ei | Se: |Months | Oeys | Hours | Min. 
s wipoweD [7] DIVORCED {"] 

pies 10a. USUAL OCCUPATION oe kind ofworkdone| 10b. KIND OF BUSINESS OR |” z : ye or Je or forelpn country) | 12, CITIZEN OF WHAT 

so during most of working Ilfe, eveq I INDUSTR' L AAG OA 

23 lve 

ao 4 


JOTHER’S MAI! NA EL 
ws elas (ehete Pee 


'$ OECEASEO EVER IN U.S. ARMED FORCES? 4 SOCIAL SECURITY NO. | 17. Ya Le Mt 


or unkown) tate Soe é- ~07- 41D) Yr Newel bles Uele Zz 


aes CAUSE OF DEATH [Enter only one ceuse per IIne for (a), (b), and (c).7 TERVAL BETWEEN 
PART |. DEATH WAS CAUSEO BY: moeots ‘a 
' IMMEOIATE CAUSE (e). 
F2Q0. | DUE : pe 7 A 
Conditions, If any, whtch l es 


gave rise to Immediate 
cause (a), stating the DUE je 
underlying cause last. (c). 


PARTII. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING J) DEATH Livia EO TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. SEE: 


yes[] NO ius 


I-transit permit. Then 
ial, cremation, or removal 


20a. ACCIOENT WAS _UNOERLYING 

OR CONTRIBUTING (4 CAUSE OF OEAT! 

(IF EITHER, NOTI JEOICAL EXAMINER) 

20c. TIME OF INJURY Month, Oay, Year 
Hour a.m, 

p.m. 


20b. DESCR' inter nature of Injury In Part | or Part II of Item 18.) 


20d. INJURY OCCURREO | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
while ont white factory, street, office bidg., ete.) 


at work[_] at work 0 


After this certificate has been signed by the attending p! 


director, page 3 should be detached for use as the bur 


should be filed with the State Dept. of Health prior to buri 
MEDICAL CERTIFICATION 


bE Ok O4 , 194, that (1) twe) last 


21. | certify that (1) (this = ital) atiended the deceased fromUCL QD 7A 
saw the deceased alive o et, and that death occurred d aH , from the causes and on the date stated above. 
22a. SIGNATURE ii as DATE ee 
.b._ PRY NS Giazoror (] pave. CI (o 


22c. 


PHYSICIAN'S 
NAME (Type) 


x ji a ‘AOORESS 
(Meese W {| KENS |, VKeMPER 
23a. BURIAL, CREMATION,| 23b. OATE THEREOF OF CEMETERY, OR CREMA 23d. AOCATION Wy ae a 
EB i ted Ee beng Merde a0 Or JHA 
25a. REC'O BY REGISTRAR | 250. Swielluterr 
enna OV. 1662 “Meccal tg aac he 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12186 CERTIFICATE OF DEATH “18tgy. 


& @2 3 — 
¥ g 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased fived, If institution: idenca bafora admission) 
w 25 e. COUNTY . STATE b. COUNTY 
5 eng Carroll MARYLAND Maryland Carroll 1 
2 = = 3 b. CITY OR TOWN {if outside corporete limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neorest town) 
«= 3a write RURAL end give nearest town) y, 
Set Westminster 1 year \ Reese =a 
uf 4 S 6 Didi d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street eddress) I d. STREET ADDRESS a 1s Mra 
= ay ON A FAI 
@:: } Jordan's Rest Home, E. Green St. ves (_] No [xk 
2 3. NAME OF 4 a ~~ Middle —~ * gia 4. DATE Month Day Yar 
a a DECEASED OF 
(Type or print ANNIE ELIZABETH TAYLOR DEATH October 24 164 


5. SEX 6. COLOR OR RACE/7. ARRIED [Never marRico [] | 8 OATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS._ 
a jas! birthday) [Months] Days | Hours | Min. 
female white WIDOWED pivorceo [| July 4, 1882 82 om. | | 


Wa. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


1Ob. KIND OF BUSINESS OR INDUSTRY 


TI. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


housewife -- Tannery, Carroll Co.,Md. U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Jacob Long Henrietta Mitten 


17, INFORMANT Address 
Mrs. Nellie M. Muse, Liberty St.,Westminster 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


(Yes, no, or unkown) | (Ifyesgivewarordetesofservice) 


16. SOCIAL SECURITY NO. 


Then please remove 


|, cremation, or removal, and in any event 


wires that the death certificate be executed 


igned by the attending physician and complete! 


et 18. CAUSE OF DEATH [Enter only ona cause per line fgr (8), (b), end (] 3 INTERVAL BETWEEN 
3 5 PART |. DEATH WAS CAUSED BY, 2 = Carb oa Ca ‘AND DEATH * 
cg IMMEDIATE CAUSE (2) Of oh nO ee ae Lhe J tit—# ‘ ‘ Ad 
= 4 
Li ry Y DUE TO age all. 
5 
Pes Conditions, if eny, whleh (b) Z & et AE ed Fo ‘ 
gave rise to immediete cause Bera e D> 7) 4 x 


{e), stating the underlying 
causa last. Teel ta 


19. WAS AUTOPSY 


z PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a] AS AUTOPS 
SONTBEETNG JO /DETEL PERF 

‘= & 

= CNA LE et L¥ fi 4S WR yesiia) "Yous 

= }20e, ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Port | or Pert Ul of item 18.) 

& | OR CONTRIBUTING C] CAUSE OF DEATH 

6 } OF EITHER, NOTIFY MEDICAL EXAMINER) 

“4 : 4 ati 

§ | 20. TIME OF INJURY Month, Day, Veer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 

3 Hour a.m. While Not While factory, street, office bldg., etc.) | 

2 pom. 19 ot work ef work i 


21. | certify that (I) (this hospital) attended the deceased from. 22 a da 12. v ee hat (1) Gore) last 
SEM, orn the causes and on the date stated above, 


eZ, and that death occured fe: 


ATTENDING PHYSICIAN: The law r 
be retained by the hospital or attendin: 
RECTOR: After this certificate has been si 


director, page 3 should be detached for use as the burial: 


be filed with the State Dept. of Health prior to burial, 


22b. DATE 


saw the di 
ar ey TENDING MED. STAFF SIG 
3 PHYS, a pinector [] PHYS. [] /0-26€- Os 
9% 22. P lA d. ADDRESS . = 4 
ze : Mos lt 
ne —— == = == oc Z on 5 rm 
Ce ER 230. en ieee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 73d, LOCATION (City, town or e¢ inty) 
REM! ity) < : 
9%0 ria 10/28/64 Leister's Cemetery rural Westminster, Maryland 
ara AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ~ ADDRESS 250, REC'D BY REGISTRAR | 2Sb. REGIST) ‘AR’S SIGNATURE 
1s 7/6 o r2° Puget Leer inewatn PAS lon VET 28 19 trotbieg Jeedge 


124927 MARYLAND STATE DEPARTMENT OF HEALTH 
Ei IN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ET Ee 


(a}, stating tha undarlying DUE TO 


causa last, gs) te. Geonerahped ort LEO OM (oe | ERAT 


z CERTIFICATE OF DEATH 16] 
3 sel Len 2 ubeval 45 et 
Ld 3 . PLACE OF DEATH 2. USUAL Reesenee (Whare dacaasad livad, If institution: : Residance bafore edmission) 
2 Say ae a. STATE b. COUNTY 
3 £25 MARYLAND Maryland __ Carroll > 
~ Bee b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR rar (If outside corporate limits, write RURAL and give naeras! town) 
Pe el 5 writa RURAL and give nearast town) 9 
£ Ss Rural Svicesvilie é / Sykesville a 
£ 230 @. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give straai address) y* STREET ADDRESS @. IS RESIDENCE 
ES =o. 5 ‘ON A FARM? 
43 _Springfield _State Hospital ves [-] NOB 
3% nil a = “4 2 , oS Mas 
2 sia [3 NAME OF ~ Fist ~ Middle “Last 4. DATE Month ‘Day Yeer 
g ao a DECEASED 
gy os (Type or print) Una Venable Tuckerman DERTH 1964 
aoKe = 
3 285 5. SEX 6. COLOR OR RACE] 7, saRRIED f=] NEVER MARRIED [] | 8» DATE OF BIRTH 9. AGE (In vanes | IF UNDER 1 HS |_IF UNDER 24 HRS. 
$6. f 1 last birthday) |"Months| Days | Hours | Min. 
2 Ss emaie + wiooweD [] _ivorcep [] Th yrs. | 
3 3 5 1Da. USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 E> done during most of working lifa, evan if retirad) 
5 Ho i Home. Qhio = _USA J 
£ a 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
js 2 : : 
3 Da William H. Venable Mary Vater 
< 2 - 
£ 24 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
— = "HS" or unkown) | (Ifyasgivawaror datas of service) 
6 —— * 
fetz pringfield Hospital Records Sykesville Md 
wn € 1B. CAUSE OF DEATH [Entar only ona cause per lina for (a), (b), and (c).! 5) «ae ke INTERVAL BETWEEN ~~ 
£ g PART I. DI ONSET AND DEATH 
pf HEATH WAS CAUSED BY; he 
Fy = IMMEDIATE CAUSE (a) Rupture of vhe Mee of Rd Cx cipili: as|asl ate — 
val c 
s £ 7 y, DUE TO r Z , y) 2 F 
es Congnions Here. whieh (by A ferio PKS Brak Cc COAG Vout CUA (feare | IS = 
2 5 ava risa to immediata cause ty fF _ 
= 
o 
e 
* 
3 
g 
3 


ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hed) 1 / 19. WAS AUTOPSY 
e 2 . 

$|_Schizophrenic reaction, paranoid type i ves [] No fA 
(= | 2Da. ACCIDENT WAS UNDERLYING [] 7 8 WIN, CURRED. injury ii ot Itam IB.) 

= Ok CONTRIBUTING [] CAUSE OF DEATH 2Db. DESCRIBE HOW INJURY OCCU! {Enter nature of injury in Part | or Part Il of Itam 18.) 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Yaar 2Dd. INJURY OCCURRED } 2Da. PLACE OF INJURY (Homa, farm, | 2Df. {City or town) {County) (Stete) 
ray Hour e.m. Whila Not Whila factory, sireat, offica bldg., ate.) | 

= * 0 at work ["] #t work { 


21. 1 certify that (I) (this hospital) attended the deceased from...5... 2 , that (1) (we) last 


saw the deceased alive on.. 02.10. G4. ., and that death occurred and SM, ram the causes and on the dete stated above, 
22a. SIGNATURE a ahmniee aa 2b. DATE 
Ws. Oyen : mo, | PHYS. J. pirector [1] mis. 10-f0-16% 
Pe Mee) SULA OC2ZCUN 7ad. ADDRESS Springfield State Hospital 
lh gn A re anc ee see ee! ee 


be filed with the State Dept. of Health- prior to burial, cremation, or removal, ang 


death. Page 4 may be retained by thé’hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician at 
jog 


director, page 3 should be detached f 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


23a. Lal ec | 23b. DATE THEREOF 23c_ NAME OF CEMETERY OR CREMATORY “Washinet (City, town or county) (Stete) 
REMOVAL (Specify) 
ere mee es l70- 1a-GH |S WO Lee's Sins Cremer AShingt ey 
nus DIRECTOR'S SIGNATURE, ADDRESS 25a. +i 'D BY REGISTRAR Mf ee SIGNATURE 
es 
pe uy Might Shavit, WA. oQCT 15 1968 4% ee. 
2DM 5-63 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


_ 32988 CERTIFICATE OF DEATH 1616 2 


1, PLACEOFP DEATH 2, USUAL RESIDENCE (Where deceased lived, If instiluilon: Residence belore edmission) 


a. COUNTY CA RRO cM sai thche a AA ARVLAWD "CARROLL _ 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib 


c. CITY OR TOWN (Ii outsida corporate limits, write RURAL and give neerest town) 


in 24 hours after 


ly filled in by the funeral 


& Rube, WesTH merce 3 ive stro | jon) 1 S.: 17 Wie S 1M IMSTE - |e, 1S RESIDENCE 

ta au] JEADOW ViEW CONVALESCENT HOME | ts Re mee NOEL wih ret nt 
5. be MARIE 7. 2 UNG E i. = gree sms iF reside 
FE WALR WH ITE wow B— wore] | SEPT ASI § 70 | Guy |N™| O | m| H 


10a. USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country} ~| 12. CITIZEN OF WHAT COUNTRY? 
“To most gl working life, even if retired) 


PERE RIE — MA NESTER MID US 2. 
GEORGE SHOWER | MPey — McTLHENWY 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? 17, xy 7) re 4 wesTMiNs TEA 


16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Hyes give warordeles of service) 


Ss 6B Ee var UUWVGE 1 BACAEAL RY LA uP 
rancneseet. CORONARY OCCLUSION 


aR AND HOUR 
DUE TO 


Conditions, it ae est (b) coy bv 4 (A y as NS U FFic (ewcy _ WEEKS 


© 


geva rise to immediate cause 
(a), steting the underlying 
cause lest, 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile}] 19. WAS AUTOPSY 
PERFORMED? 

& 

$ ves [] no [J 

& 202. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED, (Enler nelure of injury in Part | or Pari Il of item 18.) -_ = 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

G | UF ETHER, NOTIFY MEDICAL EXAMINER)| 

a == 

3 | 20c. TIME OF INJURY Month, Day, “Yeor~] 20d, INJURY OCCURRED |" 2Ds. PLACE OF INJURY (Home, lerm, * 201, (City or town) (County) (Stete) 

ts Hour a.m: While Not While factory, street, office bldg., etc.) | 

=z a 19 al work et work [|] | ; 


2. 1 certify that (I) (this bet atlended the ty. from... hy i “J that (1) (we) last 
saw a wens alive oO VA and that death occurred , from the causes and on the dale slated above. 


220. SIGHARURE 22b. DATE 
Augen | Me STAFF SIN! 
Q ae mo. _| PHYS. Bae (ey PHYS, oO -} 1-6Y 
'22e. PH SICIAN'S = 


22d. ADDRESS 


ELT. WELL VER Ie Te 


2a, BURIAL. on Fie Un £ Wi F ae, NAME OF CEMETERY ue LOCATION (City, town or county) (Stele) 
BORD |I0/ Wey (ESM TER CM. pit Tin MIFER ID 

‘124 BUINERAL DIRECTOR'S SIGNATURE ADDRESS 259“ REC'D BY REGISTRAR | 2Sb, REGISTRAR’S SIGNATURE il = 

ase es i Jet nunke, LpPoct 5 ‘964 # Caielas Jaap = 


AITENDING PHYSICIAN: The law requires that the death certificate be executed 


TO HOSPITAL g 
death. Page 4 be retained by the hospital or attending physician. 


— 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and complete! 


VR AIS (4) 
ISM 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTPN STREET, BALTIMORE 1, MARYLAND 


12189 CERTIFICATE OF DEATH rare 


1, PLACE OF DEATH // 2. USUAL RESIDENCE (Where deceased Kved, If institution: Rasidanca bafore admission) 


a. COUNTY Carre a By UC b. COUNTY 


a 


MARYLAND 


b. CITY OR TOWN (if outside corporate limits, UENGTH OF STAYIN 1b || c. CITY OR TOWN if outside corporate limits, write RURAL and give nearest town) 


wi Ven and giva neerast town) | lf; F 
Ele 1S above I Set 
ar IAME OF HOSPIT. WY {if not in resriee gat. streat addrass) d, STREET ADDRESS te e BS ete. 
G0) “Lihob ace UK orshur' 2¥Y>IQ 


in 24 hours after 
ed in by the funeral 


© 


int, within 72 hours after death. 


hase if pe which 4 . Cord ap yortenlan pM hsrthev0ex 


ava rise to immadiate cause 
{a}, stating tha undarlying 
cause last. (e) 


3 

Nn 

vu 

e 

5 

nm 

3 

Da 

a 
> oe . vis [] No 
2 3 g 3. NAME OF First Middle Howe, last t7 4. DATE “Month g 0 Da Year 74 
3 22 DECEASED OF fe 42 
g ga (Type or print) 4O or DEATH 

Sc jee 
es 3, SEX i; ZL oe Let "8. DATE OF BIRTH RS Spr TF UNDER 1 YEAR 5 
os oe MARRIED [EYNEVER MARRIED [] DER AA 

S ES b a Months Pea Hours | Min. 
‘oye ma wipowen [ | Divorced [_] 
6 sf YO. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY y, te CE iw Ty rei al id 12, CITIZEN OF WHAT COUNTRY? 
= 2 2 dong during most of wor life, even if ratirad) 
& 2ee | 
So, ee) = = = i =>. 2) 
es @ Gc 13. FATHER'S: \Aa Che oY NAME 
3 £85 oO ” 
$ Dag f~2 Tey 3 Cf : ae Veo apy i aff 
2 “2'6= a WAS Disins ie IN USWA "i AA cL, € SOCIAL SECURITY NO.) a 7. INFORMANT ; C 
2 ha es, no, or unkown) yesgiva werordatesofsarvice) 
. = 
3.2 fe MA fe BOF Uf Lym GE h pr 
~¢ 18, CAUSE OF DEATH [Enter only one cause per lina for he il vand (e).1_ INTERVAL SETWEEN 
33a j ONSET. AND DEATH 
see PART 1. DEATH WAS CAUSED BY; Ver : SCE! 
nas IMMEDIATE CAUSE (a)_ 2 = 
gs 
z 
Ss 
° 
aa 
= 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vel] | 19. WAS AUTOPSY 


ArJeurectettic Bouya e PI nual Lib ves Ch xo er 


}20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of itam 18.) 
OP CONTRIBUTING [-] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour @.m, 
p.m, 19 


21. | certify that (|) (his hospital)) 


saw the deceased alive on, 


20d. INJURY OCCURRED 
While Not While 
at work at work 


202. PLACE OF INJURY (Home, farm, | 201. (City or town) {County} ~ (State) 
factory, street, office bldg., atc.) 4 


MEDICAL CERTIFICATION 


198 the O from... r A el ory Sel Cee rl Re last 


yy, and that death Poaed al fp. .M, from the chuses and on the date stated above, 


[22e. SIGNATURE 3 ating A 22b. 7 
i Mp, | PHYS. were (Pays. oe pe 
22c. PHYSICIAN'S | 22d. ADDRESS 
NAME (Type) ia 4 Sau err 


be retained by the hospital or attending ph 


ATIENDING PHYSICIAN: 


a 


TO FUNERAL DIRECTOR: After this certificate has been signed by th 


YWO/B bw. Fore Pak bre 


or (stare) 


WD ME JOF CEMETE! fe CREMATORY 


‘ Map Mee : 
af an a Ci" See nage. 


iEREOF 


director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or removal 


TO HOSPITA 
death. Page 


YR AIS (4) 
1SM 7/61 


3 

e-4 
evel 
C2 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12190 CERTIFICATE OF DEATH 16164 


5 3 
= 3 \. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institullon: Residence belore edmission} 
ay ae ery a, STATE b. COUNTY 
§ sae Carroll MARYLAND Maryland _ Carroll 
= =2B b. CITY OR TOWN (if outside creel limits, ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 
% Bas write RURAL end give nearest ng 
& "sg 3 Westminster RD # 8 years Westminster RD #1 
= P d. NAME OF HOSPITAL OR INSTITUTION [if not In hospital, give street eddress) a, STREET ADDRESS e. 1S RESIDENCE 
cu B® 4 NA FARM? 
ae. ON A 
o 3 A gosserst Station 2 nr Mt. Pleasant ves (] No Bak 
= EOF ~ First a a ry 4. DATE Month Day Year 
ig * DECEASED OF 
< (Type oF print) CLYDE VIRGINIA WELTY DEATH October 2 1964 
= 3. SEX ~— |: COLOR OR RACE) 7, mARRieD [5X] NEVER MARRIED [-] | 5- OATE OF BIRTH 9. AGE (in years [IF UNDER? YEAR) IF UNDER 24 HRS. 
= a s oe Months] Deys | Hours | Min. 
3 male white wibowe[]  oivorceo(] | May 11, 1916 4 
g Wa. USUAL OCCUPATION [Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (County & Stele, or foreign = oe 12. CITIZEN OF WHAT COUNTRY? 
done during most of working lifa, aven if retired) | 


foreman Md. State Roads 


13, FATHER'S NAME 


James EB. Welty 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown} | (Ifyetgivewerordetesof service) 


Detour, Carroll Co.,Mds U.%.A. 


14, MOTHER'S MAIDEN NAME 


Laura V. Shorb 


16. SOCIAL SECURITY NO.| 17. INFORMANT = ~ Address 


|213-05-3130| Mrs Grace B. Welty same 


er Tine for (a), (b), end (e).) 2 iy 


1B. CAUSE OF DEATH fEnter only one caus, 


PART I, DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a) 


y the attending physician and completely 
it permit. Then please remove carbon papers. Pages 1 and 2 should 


|, cremation, or removal, ce) 


INTERVAL BETWEEN 
ONSET AND PEATH 


i | DUE TO 

Conditions, if any, which ‘a 2 

gave rise to immediate cause a | 

(e}, stating the underlying ( CUETO | 

cause last, {el}. ee se eel 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 


PERFORMED? 


Bs wes 10D 


20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 


200. ACCIDENT WAS UNDERLYING 
OP CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. TIME OF INJURY Month, Dey, Yoar 
Hour a.m, 


20d. INJURY OCCURRED 
While __ Not While 
at work at work 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 
factory, street, offica bldg., etc.) | 


After this certificate has been signed b: 


director, page 3 should be detached for use as the burial-tra 


be filed with the State Dept. of Health prior to burial, 


MEDICAL CERTIFICATION 


1 
t 


WW 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


be retained by the hospital or attending physician. 


8 2). I certify that (I) ()) (this hospita]) attended the deceased from......... ye et Dir 1 a za, tl 96.% that (1) (we) last 
3 saw the deceased Alo on... LL.B. ed LY. .. and that death occured ah .M, from the causes and on the date stated above, 
. Mae ATTENDING MED. STAFF ae SION, 
Py te AS - Mp, | PHYS. Jak, Dikecror ful PHYS. oO IPE red 
ry oa ie. PHYSICIAN'S 22d. ADDRESS 
Peas } NAME (Type) SS areal < Chepke Naw e2Z Green Wes —besfarattee 1 Vane 
Ze 2 [7s RURAL: UE 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn or county) Giete) 
ere & urial 10/5/64 Meadow Branch Cemetery | rural Westminster, Md. 
VR AIS (4) ® 24 FUNERAL DIRECTOR'S SIGNATURE ”\ ADDRESS | 250, REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 


a) 


foeraeslns, cites OCT 6 1064 20% 


>. HS APGE) 


\ 


ician and completely filled in by the funeyé 


pve carbon papers. Pages 1 and 2 sho 
event, within 72 hours after death. 
— 


death, Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. Then pleps 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending-fS 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH Ne 
12191 ue 16165. 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decesied lived, If institution: Residence before edmjssion) 
2 “Garnett a, STATE b, COUNTY 
MARYLAND M land ey Montgome 
b. CITY OR TOWN iif cutside comorate Tims, ¢. LENGTH OF STAY IN Tb ©. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town 
wi ang giye neares 
(Rural }” "Spkesvitle Oy 5m ld Chevy Chase Hr 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospiiel, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARMI 
| Springfiela State Hospital : 4829 Chevy Chase Drive ves [] No F9 
P32 NAME OF Fist ~ Middle — = ee ~ | o ‘DATE Month Dey Yeer = 
(ype orprin) §=6s James Davida Westenhaver DEATH 10 15 19 64 
5. SEK 6, COLOR OR RACE|7, mannieD [PY NEVER MARRIED Ly] & DATE OF sith 5. AGE {In yeon {IF UNDER 1 YEAR| IF UNDER 24 HRS, 


6-3-1889 ewpaghdey) 


4 Months] Deys | Hi : 
male white | wiooweo[] _ pivorceo Tj eles ees) ral 7 ale: i 
Nps. Nae pe oti Gls kind vt wor 10b. KIND OF BUSINESS OR tNDUSTRY | 11. BIRTHPLACE (County & Stale, or foreign country) "| 12. CITIZEN OF WHAT COUNTRY? 
jone jst of king life, i tin 
re “y 19 life, even if retired) pen W. Va. USA 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME - e 
Lucian Westenhaver Mollie Thomas 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address - 
{Yes, no, or unkown) | (Ifyes giveweror detes of service) 
Army _|_—s unknown. unknown Springfield State Hospital Records > 
18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c).] | INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: Arteriosclerotic heart disease ved 
IMMEDIATE CAUSE (2) ts: be " =3 
f 4 DUE TO Gg L 
ihe) ima aetthick is enera ized cerebral arteriosclerosis years 
geve rise to immediete cause i | . 
(e), stating the underlying OUE TO 
couse lest. ue () i 
3 ART Il. QTHER ion -ANT Bae CONTRIBUTING TO DEATH a NOT mae TO eae eee thoseleros IN PART Ie) 19. WAS AUTOPSY 
2 oes rain nd Ss wi cerebral arteriosclerosis 
3 at ig Lue fatent syphil is See] NOM 
= 200. ACCIDENT WAS UNDERLYING [1 ? 1 
= OR CONTRIBUTING [-] CAUSE OF DEATH 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert { or Pert Il of item 1B.) 
& (iF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TUME OF INJURY Month, Dey, Yeor ) 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 208. (City ortown) (County) ~ (Stete) 
a Hour ¢.m.ecne Whilqe an Not While factory, sirast, office bldg., ete.) | en 
= 19 at work [~] at work | 


4 to...LO-15. 19. rn that @ (we) last 


21. | certify that Ot (this hospital) attended the deceased from.....5: 4 
Atom the causes and on the date stated above. 


LOwLt 9.G4..., and that death occurred a 
rreeenee \ | TTENDING STAFF Se 
at A “\\ Unsaan MO. as, oO DIRECTOR O pays. ) 10-15-1964 


ADDRESS: 


Ms Nant (wee) Ilse Kamm, M.D. “Springfield State Hospital 


230, BURIAL, CREMATION, 23¢c. NAME CEMETERY OR ER 
REMOVAL (Sqocif o 4 

’ z: 
24 FUNERAL DIREGTOR’S SIGI ADDRESS 
ed. f ‘ Z 


saw the deceased 


23b. DATh THEREQF 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


192 CERTIFICATE OF DEATH 16 166 


@ 

5 = = = 

sz 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore dacassad lived, If institution; Residenca before admission) 

ae e, COUNTY Carroll a. STATE . aoa 

£5% BP: MARYLAND Maryland arroll 

28 b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporais limits, write RURAL and give naares! !own) 

— eS, write RURAL and give neerest town) Sykesville 

£78 

33s |-Rural - Sykesville 2 caer Gee 

23a _ | 4. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street eddress) ) 4. STREET ADDRESS IS RESIDENCE 

Sas \ | . 

Sash Rt. 3 Klee Mill Rd. ves [1] No fj 

2ag iF i Middle 4 Tost ~) 4. DATE Month Dey Yeer 

oa" DECEASED 

fag [cnr eee i. ie | 5 

zis [5 sR & COLOR OR RACE) 7, ARRIED EK NEVER MARRIED [-]] ®- DATE OF BIRTH oe al cue RES gE) fia 
Months ays jours in, 

female white wivowep [7] _pivorcen [7] Auge 1 Ds 188 | | | 
TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY 


dona during most of working lifs, avan if retired) 


housewife 
13. FATHER'S NAME 


Hn Bene {County & State, or =e country) | 12. CITIZEN OF WHAT COUNTRY? 


Maryland U.S.A. 


14. MOTHER'S MAIDEN NAME 


Charles Keefer Ann Barth 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address - — 
(Yes, no, or unkown) | {Ifyesgivaweror datesofservica) 


no ae none Mr. Gordon Wilson, same as #_2_ 


18. CAUSE OF DEATH [Ener only one cause par line for (@). Tb), end,(e).] “INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY, ONSET AND DEATH 


IMMEDIATE CAUSE (2) Jen. 24 aan 
ee.» me, i hep lobe aor om tpt hz Z- MEPs 


eve rise to immadiete ceusa 
(e), stoting tha underlying a ak LAB ts: 
ONDITIQNSLONTRIBUTING TO REATH BUT N@T RELATED TO THE TERMINAL DISEASE CONDITION GEN IN PART Fi 19. WAS AUTOPSY 
ig Lamon, 
4 vi | ves pe” no [A 


hy: 


Then please re 


home 


uee 
y 
AS 
“aIGN 
S| 


couse let, fe 


Zz PART Il. OTHER SIGWIFICANT 

e 

3 : 

= | 200. ACCIDENT WAS LYING [7] | 20b. DESCRIBE HOW IN. \CCURRED. 1 Lor Pert I of iter 18 

| eee Ur ei aS INJURY 0: (Entar nature of Injury in Part | or Pert Il of item 1B.) 

& | UF EITHER. NOTIFY MEDICAL EXAMINER) 

i = - 

§ | 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Homa, form, | 20% (City or town) (County) 
= Hote erta, While __ Not While factory, straet, office bldg., etc.) | 

g a 9 lat work et work [| [ 


Beto, ACAI rosa , 198, that (I) (we) last 


saw the deceased alive on.. occurred a Am, from the causes and on the dole stated above. 


tex i Ay a MD. — (Bl me, oO Le " GEE 
22e. TAR Sse au Okutina h 22d. ADDRESS Sy kes Ve , HE 


230. BURIAL, CREMATION, 23b. DATE THEREOF ng NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town of county} (Sata) 


ify) 
‘| BH Ar 10-5~1964 Lake View Mem.Park | Carroll Co +» Maryland —_ 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGIS’ R'S SIGNATURE 


C.M. Waltz, Box 241, Sykesvi 


om the dec 
19.92 f. 


21. 1 certify that (I) eee 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in en’ 


death. Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
TO PUNERAL DIRECTOR: After this certificate has been signed by the ettending p! 


VR AIS (4) 
20M S-63 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A1S5 (4) 
15M 4-64 


The law requires that the death certificate be executed within ¢ hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si; 


—_ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


my 12192 CERTIFICATE OF DEATH we Wass 
[J 
Pay 1. PLACE OF DI 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resi admission) 
«es a. COUNTY ¢ i a. STATE, b. COUNTY a 
27s arro MARYLAND jaryland Baltimore 
<4 2a be pa RG a ar Cieikearent ae Imits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bs 
= 8 Westminster 2 weeks 168 Westminster Road, Reisterstown 
uf d, NAME OF HOSPITAL OR INSTITUTION (If not In hospltal, give street address) || d. STREET ADDRESS @. IS RESIDENCE 
2an ON A FARM? 
ege Carroll County General Hespital E 0 
oe Pp. p yest} no{x 
Sse 3. WAME OF First Middle Last 4. DATE Mogth Day ‘Year 
oa DECEASED DF Oct x 
S82 {type print) MINNIE MAE WISNER DEATH 3 96% 

Se 
Be 3 5. “ a: 6. te OR RACE | 7, MARRIED [] NEVER MARRIED[_] | 8- DATE OF BIRTH 9. ds wo ae hon] YEAR fies | 
wee emale | w. e jonths | Days | Hours in. 
BEE wipowep [K] __ivorcep[]| June 6, 1880 
aso8 yrs. 
ee 10a. USUALOCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S30 i 
Ss 4 ae most of eee life, even If retired) INDUSTRY COUNTRY? 
235 omestic private homes Baltimore Co., Marylan U.S.A, 
= € 1S. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
B al Peter Marshall 2 
ae q am DECEASED we Lit U's: ARMEDFORCES? ] 18. SOCIALSECURITYNO. | 17. INFORMANT my ‘Address 
Ze p 217= 36-4333 H erryhill Road 
s -5e— arry F. Chew R 

5 els tres own, kD 2, Md. 
£2 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).2 INTERVAL BETWEEN 
Re PART I. DEATH WAS CAUSED BY: 
= WWE n Core Beal Vascu.ne Mec pew |¢3 Days 
34 / 
as DUE TO 


condition,“ any, watch 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c) 


HyPreetewsive Cpediovesccuz.pe Disease Yenes 


= 
5 
a 
2 
2 
= 
g =z os 
es & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
g & re PERFORMED? 
s 2 Yes [7] Nof] 
= i= | 20. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY O D. ture of I Part Tof item 18. 
sj & OR CONTRIBUTING CAUSE OF D rH CCURRED. (Enter nature of Injury In Part tor Part 1! of Item ) 
£ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 3 | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY Home, farm,| 20%. (Clty or town) (County Gtate) 
3 a Hour a.m. factory, street, office bidg., etc.) 

2 . While Not While 
3 = p.m. 19 at work] at work 1] 
2 21. | certify that_(I) (this hospital) oT a the deceased from___/2 = to. 12 (92, 196%, that_(1) (we) last 
2 saw the deceased alive 0 19.6%, and that death occurred at 22M, from the causes and on the ‘date stated above, 
ed 
@ 
&. 
ai 


i DAT, by 

‘ ATTENDING ED, STAFF 

me A Mp. PHYS. pirzcTor [] PHYS. CE 
Bhi ADDRESS 


23a. a aL pect) 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Buriat” | 10/26/64 _|st.Abraham's Cemetery |Balto. Co-Beckleysville, Md 


Tai DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25D. iia a slik 
‘L 2.74 Papere ar LLeViselle. <<, Did |-..0cT 26 7044 WV mos ny Yeedge. 


should be filed with the State Dept. of Health prior to burial, cremation, 9; 


director, 


| 


MARYLAND STATE DEPARTMENT OF REALTR 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


12194 CERTIFICATE OF DEATH 16168 


1. PLACE OF DEATH 2, USUAL RESIDENGE Wl ease d/lived, If Institutlon: Residence before admission) 
®. COUNTY CE ; vi y ®. STATE fv. COUNTY 
a FPLC EL. x __MARYLAND 
b. CITY OR TOWN (if outside corporate limits, ce BNGItorstayinib ||. — Ok TOWN NF eye GEO a write RURAL end give nesres! town) 
= Rl end ae (Te. town) if =) A 
2 fo Vie 
a Fr BAG IR INSTITUTION (if not in hospital, ji iress) iS ==. “STREET ADDRESS” . ~ |. 1S RESIDE RESIDENCE 
3 / ON A FARM? 
lg | 24) | Box AC COLe_, ves (J No [] 


3. beats OF 
DECEASED 
(Type or print) 


4. DATE Month Dey ‘Year 


Becher. AS” TF UNDER nae 


2 i (In years | IF UNDER 1 YEAR 


aha = 
R RACE VER MARRIED [~] | 8--QQTE OF BIRTH 


day} 
orvorcen [-] ale, APT GES 
red) 1b. ID OF BUSINESS OR INDUSTRY yaa {County & 77 or foreign ES 12. CITIZEN OF WHAT COPNTRY? 
ire 


LC = aS | 14.” MOTHER'S MAIDEN Wy — ¢ 


CEASED EVER IN U.S. ARMBO FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMAN' 
1 unkown) | (IFyes give war or datesof service) 


7, MARRIED 


carbon papers. Pages 1 and 2 
d in any event, within 72 hours after death, 


[aes Days “Hours on | ea Min, 


10e. USUAL OC 
done during 


hysician and completely filled in by the fu 


lease remove 


(Yes, al 


io) 


— 
P18. CAUSE OF DEATH [Enter only ona cause pe 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


line for (a), (b), and ( 


2g 


, 


DUE TO 
Conditions, if any, which (b)_ Bead 
gave rise to immediate cause 

DUE TO 


{a}, stating the uni 
cause la: 


{e) 


RMINAL DISEASE CONDITION GIVEN IN PART Ta) 1 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REL. TOAHE Hf WAS AUT! 

2 PERFORMEQ? 
s Yes [] NO 

= 20s. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 18.) , 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

= 20c. TIME OF INJURY Month, Day, Year ‘20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) a (County) ae (Stele) 
3s While __ Not While factory, street, office bldg., atc.) | 

2 7 at work [7] at work [_] 


ospital 


iY. 


enh 


LLG e rom the causes and on the date slaled above. 


21. | certify thal (i) (this h altended ihe dgceased from... 
2 


re Tt 22b. DATE 
ATTENDIN' STAFF fel 
PHYS. DIRECTOR C1 pays. LVSé ¢ 


aN ssi mn ad 


City, town or county) « ane 
elle z Da. 


REMATION, 


death. Page 4 may be retained by the hospital or attending physician. 

TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pl 
director, page 3 should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or rer 


‘iz 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR AIS (4) 
20M 5-63 


